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Abstract

The purpose of this study was to determine if Child Parent Relationship Therapy (CPRT)
was an effective method of treatment for reducing behaviors associated with attachment
difficulties experienced by foster children who have been removed from their family of origin.
This study also sought to determine if the age of the foster child, the gender of the foster child, or
the number of foster placements would also influence behaviors associated with attachment
difficulties. This study was conducted with a pre-test, post-test, quasi-experimental group,
control group design format using the Randolph Attachment Disorder Questionnaire (RADQ)
assessment instrument. The quasi-experimental group received the CPRT intervention and the
control group participated in a support group. Results indicated no significant group interaction
was found demonstrating that improvement in overall behaviors associated with attachment
difficulty did not differ between the two groups. However, both the quasi-experimental group
and the control group demonstrated a significant improvement in behaviors associated with
attachment difficulty over time. When the two groups were compared using the subscales of the
RADQ, the control group demonstrated a significant difference in the social subscale. There
were no significant difference between the quasi-experimental and control groups‟ mean scores
on the basis of age, however, the subscales of the post-test of the quasi-experimental group
indicated an improvement in at least one subscale. There were no significant findings in relation
to the total RADQ scores in regard to gender or in relation to the number of foster placements
experienced by the child. The implications of these findings are discussed and directions for
future research are also presented.
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CHAPTER ONE
Introduction
“As the twig is bent, so grows the tree” is an expression that provides
visualization for the concept that early childhood experiences and patterns of behavior
tend to shape and impact a child throughout his or her lifetime (Kraft & Landreth, 1998).
Findings indicate that this is especially true of the parent and child attachment, which
becomes the framework for all future relationships and core beliefs (Gray, 2002). First
attachments form the foundation upon which a child‟s personality, intimate relationships,
emotional awareness, social interactions and self-acceptance are formed (Green &
Scholes, 2004). When a child is securely attached, the child learns that he or she is loved
and that the world is a safe place where caring adults will meet his or her needs (Levy &
Orlans, 1998). The child then learns trust and reciprocity that serve as the basis for all
future relationships (Brisch, 2002, Levy & Orlans, 1998). He or she is free to explore the
environment with feelings of safety and security, thus facilitating healthy cognitive and
social development (Gray, 2002). Secure attachment allows the child to establish an
identity that includes a sense of competency and self-worth and allows him or her to
balance dependence needs and the need for autonomy (Levy & Orlans, 1998). According
to Levy and Orlans (1998), the development of empathy, compassion, and a conscience
are also by-products of secure attachment. When a child is securely attached, he or she
has a defense against stress and trauma and can develop resourcefulness and resilience
(Gray, 2002).
Children with healthy attachments have a framework for regulating frustration
and anxiety, reducing pain, and developing appropriate emotional responses and feelings
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(Levy & Orlans, 1998). This in turn, paves the way for the development of self-control
and mastery skills that will be needed throughout the child‟s lifetime. The child that is not
able to form a secure attachment is at risk for serious developmental problems and may
be incapable of genuine trust, the foundation for intimacy and affection (Green &
Scholes, 2004). Insecure attachments can lead to low self-esteem, antisocial attitudes and
behaviors, aggression and violence, and behavioral and academic problems (Gray, 2002).
The child may be unable to develop or maintain friendships and can alienate
himself/herself from parents and other authority figures (Penzerro & Lein, 1995). He or
she may become anxious, frustrated, angry, stressed, helpless, hopeless and at times,
hyper-vigilant and even dissociative (Levy & Orlans, 1998). The child may fail to
develop a conscience; consequently, he or she will have little or no empathy for others
(Fahlberg, 1979). Without intervention, the child may be unable to develop appropriate
emotional responses and feelings of self-control and mastery skills needed to function in
society (Gray, 2002). Children with attachment disorders may become adults diagnosed
with antisocial, narcissistic, and/or borderline personality disorder (Green & Scholes,
2004).
According to Lamb, Gaensbauer, Malkin and Shultz (1985), children with
insecure attachments are likely to exhibit deficient social skills and problem solving
abilities. Other difficulties for children with insecure attachments include poor awareness
of cause and effect relationships, delayed motor skill development, inconsistent physical
and cognitive development and impaired conscience are consequences of failed
attachment (Fahlberg, 1979). Penzerro and Lein (1995) indicated that children with
attachment issues are more likely to experience learning difficulties at school, are less
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selective regarding relationships, and are more hostile and isolated from peers. In
addition, coping skills are also influenced by attachment, and children with avoidant
attachments may develop patterns of defensiveness and denial in their relationships with
others (Delaney, 1991). Furthermore, anxiously attached children, “are less ego-resilient,
less independent, less compliant, less empathic, less socially competent, and lower in
self-esteem than securely attached children” ((Penzerro & Lein, 1995, p. 353).
Foster children are at risk for insecure attachments and attachment disorders as a
result of inappropriate care giving experiences such as abuse, neglect, deprivation,
parental substance abuse, and attachment disruption which involve behavioral
consequences (Delaney, 1991). Because maltreated children often experience
abandonment and disturbed parent-child relationships, they are likely to develop
abnormal emotional, linguistic, and cognitive development (Eagle, 1994; Silver, Amster,
& Haecker, 1999). In addition, maltreated children are at risk for emotional withdrawal,
denial of negative feelings, and flattened affect and as a result, lack the cognitive and
emotional abilities or resources to cope with stressors (Eagle, 1994).
Behavioral manifestations of maladaptive attachment exhibited by children who
have been maltreated may include anti-social behavior such as fire starting, sexual
molestation, animal abuse, cruelty to siblings and others, as well as the inability to accept
or reciprocate affection (Levy & Orlans, 1998). Other behavioral expressions associated
with maltreatment and attachment difficulties include superficial and charming behavior,
indiscriminate affectionate behavior with strangers, destructive behavior to self and
others, poor peer relationships, lack of age appropriate-guilt, poor impulse control and the
inability to learn from consequences, repressed rage, and high pain tolerance (Fairchild,
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2006; Randolph, 2000). Removal from the family of origin and placement in foster care
has the potential to further negatively impact the child‟s ability to attach as once in foster
care, children may continue to experience separation and disrupted attachment due to
unstable placement, breaks in placement, or when being placed back into the family of
origin only to be removed again (Silver, Amster, & Haecker, 1999).
There are currently over 500,000 children in the United States who are residing in
out-of-home placement (Blatt, 2000) and an additional 500,000 children are living with
family, friends, in shelters or are on runaway status and are not legally considered placed
(United States Department of Health and Human Services, Children‟s Bureau, 2008).
This statistic indicates that one million American children are at risk for disrupted
attachment and its accompanying difficulties and social issues. According to the
Adoption and Foster Care Analysis and Reporting System Report of 2008, the average
length of stay in foster care is one and a half years, although many children stay in foster
care for a much longer time. Approximately two thirds of foster children will be reunited
with their family of origin (with 15% of children entering foster care having previously
been in placement) and ten percent of the children in foster care will be adopted, many
times by their foster parents (United States Department of Health and Human Services,
Children‟s Bureau, 2008).
Whether or not the child returns to the family of origin, the foster care experience
has the potential to offer the child the opportunity to see how other families live and the
opportunity to develop new skills or behaviors that can be of benefit to him or her
(George, Wulczyn, & Fanshel, 1994). Therapeutic intervention while in foster care may
be the catalyst for such a positive outcome (Minde, 2003).
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Early intervention and treatment of insecure attachments can avert the
development of serious health issues and psychological problems (James, 1994). Theories
that explore the etiology of attachment difficulties focus on the following: 1) absence of a
primary attachment relationship (Bowlby, 1969), 2) maltreatment (Levy & Orlans, 1998),
3) characteristics of the child or the parent (Brisch, 2002), 4) social events (Gray, 2002),
5) genetic factors (Ijzendoorn, 1997), and 6) life events (Gray, 2002). As a result,
treatment of children and families affected by attachment difficulties typically attempt to
enhance current attachment relationships, create new attachment relationships, and
reduce problematic symptoms and behaviors through psychoeducational training and or
psychotherapy (Cornell & Hamrin, 2008; Hardy, 2007). Helping foster children develop
secure attachments is imperative to the child‟s well-being and to the well-being of society
as a whole (Silver, Amster, & Haecker, 1999). When foster parents are included in the
treatment process, efficacy increases (Pearce & Pezzot-Pearce, 2002). Consequently, it is
logical to introduce a treatment modality that includes foster parents.
The focus of a psychoeducational approach to treatment is to increase the parent‟s
knowledge of child development, to facilitate relationship development between the
parent and child, and to teach the parent coping and self-care skills (Cornell & Hamrin,
2008). The goal of this type of intervention is to improve the relationship between the
parent and child as a direct result of parental support and education.
Psychotherapy for attachment issues may involve the parent, the child, or may
include both the parent and the child. Psychotherapy treatment for the parent focuses on
training parents in basic child development, parenting skills such as soothing behavior,
responding to the child‟s social cues, alerting a withdrawn child, and reciprocating the
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child‟s overtures of engagement (Carmen, 1994). In addition, child management
strategies or education of the child‟s behavioral difficulties are included in the treatment
process so that parents or caregivers do not personalize the child‟s negative behaviors
(Pearce and Pezzot-Pearce, 2002).
Psychotherapeutic intervention for the child typically focuses on changing
problematic behaviors that are associated with attachment difficulties (Carmen, 1994). In
some cases, play therapy has been used for attachment intervention. Overall,
psychotherapy as a treatment modality focuses on improving the attachment relationship
between the parent and child by changing maladaptive internal representations (Cornell
& Hamrin, 2008).
Filial Therapy is a treatment option for children and care givers that may provide
hope for changing maladaptive internal representations (Landreth, 2002). The goal of
Filial Therapy is to facilitate a positive relationship between a parent figure and the child
and to eliminate behavioral problems (Watts & Broaddus, 2002). This treatment modality
utilizes a psychoeducational intervention model whereby therapists trained in clientcentered play therapy teach parents basic therapeutic skills including responsive listening,
therapeutic limit setting, building self-esteem, conducting weekly play sessions with their
child, selecting an environment for play, and selecting toys and materials to be used in
the process (Landreth & Bratton, 2006). The therapist then demonstrates play sessions,
and empowers the parent to conduct similar sessions in his or her own home (Landreth,
2002). Finally, the therapist provides ongoing supervision and feedback to the parents
(Watts & Broaddus, 2002). Filial Therapy allows caregivers to become agents of change
with their children by creating a non-judgmental, accepting and understanding
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environment in which the parent-child relationship can develop (Landreth, 2002).
Personal growth for both the caregiver and the child can result (Landreth & Bratton,
2006).
Filial Therapy focuses on the caregiver-child relationship by utilizing the child‟s
natural language of play as the means for communication between the caregiver and child
(Landreth, 2002). Children are encouraged to take the lead to develop self-responsibility
as well as self-control. As a result, the caregiver‟s perception of the child and the child‟s
perception of the caregiver change (Landreth & Bratton, 2006). This is in direct contrast
to other parenting programs which focus on problem solving techniques or on changing
the child‟s behavior through verbal interactions or lecture format (Landreth, 2002).
Conversely, Filial Therapy is a treatment modality that is not dependent on verbal
interactions and does not utilize a lecture format; furthermore, caregivers are not viewed
as being in charge of resolving the child‟s problems. The ultimate goal of Filial Therapy
is to strengthen the relationship between the parent and the child by increasing feelings of
warmth, affection, empathy, and trust and to diminish the child‟s presenting behavioral
problems (Landreth & Bratton, 2006). The goal of this investigation is to determine if
Filial Therapy, in particular the Child-Parent-Relationship Therapy (CPRT) model of
Filial Therapy, will affect the observed behaviors exhibited by foster children with
attachment problems and if CPRT is an effective treatment for foster children with
attachment difficulties.
Statement of the Problem
Children are vulnerable to experiences that place them at risk for attachment
difficulties. Some of the factors that influence a child‟s ability to attach or lose
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attachment once it has been formed include 1) separation from parents; 2) adoption after
attachment to another parent figure has occurred; 3) prenatal exposure to drugs and or
alcohol; 4) traumas such as physical, sexual, emotional abuse or domestic violence; 5)
major depression, schizophrenia, or bipolar illness in the parental figure; 6) substance
abuse in the parent figure; 7) institutionalization; 8) hospitalization of either the parent or
the child during which time the child looses access to the parent figure (Gray, 2002).
Foster children may experience attachment disruption as a result of their removal
from their family of origin and their placement in an alternative parenting arrangement.
Attachment disruption often leads to difficulties in forming trusting relationships and, as
a result, foster children have inadequate relationship skills. This presents a substantial
challenge to those who attempt to help them, such as foster families, mental health
professionals, child welfare systems, juvenile justice systems, and school systems
(Solomon & George, 1999).
Therapeutic interventions designed to assist children with attachment difficulties
and to help them form trusting relationships could be extremely beneficial to the child
(Pearce & Pezzot-Pearce 2000). The research literature, however, reported much
ambiguity regarding the efficacy of treatment interventions for children with attachment
problems (Brisch, 2002; Gray, 2002; Levy & Orlans, 1998; Lieberman, 2003). While
attachment security appears to have profound implications for psychosocial functioning,
traditional methods of therapeutic intervention are frequently ineffective with foster
children as they tend to focus exclusively on the reduction of behavioral problems rather
than healing attachment injury (McWey, 2004). In addition, when attachment is
compromised, the child may have difficulty trusting or forming a working alliance, which
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is essential to the success of the therapeutic intervention (Levy, 2000). The child‟s need
to control, fear of closeness, and the inability to exhibit reciprocity may further
complicate the therapeutic relationship (Gray, 2002). Attachment Therapy, a therapy that
exists outside of the usual boundaries of psychology and medicine, attempts to heal
attachment injury by using physical restraint and stimulation (Mercer, Sarner, & Rosa,
2003). Although attachment therapy has an extensive following, it is responsible for at
least four deaths (p. 5-6).
This investigation will be concerned with determining the efficacy of CPRT as a
method of intervention for foster children with attachment difficulties. CPRT is an
intervention that includes the foster parent in the treatment intervention to maximize
effectiveness and utilizes an assessment instrument that is simple, straightforward and
easy to use by foster parents who will be completing the assessment. In addition, CPRT
attempts to focus on relationship development rather than merely reducing the child‟s
behavioral problems. Will CPRT be effective in effective in reducing behaviors in foster
children that are associated with attachment difficulties? This study seeks to answer to
this question.
Purpose of the Study
The purpose of this study is to determine if CPRT is an effective method of
treatment for reducing behaviors associated with attachment difficulties experienced by
foster children who have been removed from their family of origin. This study also seeks
to determine if the age of the foster child, the gender of the foster child, or the number of
foster placements will influence the behaviors associated with attachment difficulties. No
previous empirical studies were found that sought to determine the effectiveness of CPRT
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as an intervention for children with attachment injuries. This study attempts to address
this gap in the empirical literature.
A limited number of Filial Therapy studies have sought to determine the efficacy
of CPRT as a Five-Session training program as CPRT is typically a 10-Session
intervention. In an attempt to facilitate participation, CPRT has been adapted from a 10Session to a Five-Session training program with documented success (Harris & Landreth,
1997). This study attempts to add to the empirical body of literature regarding the
effectiveness of the Five-Session CPRT program design.
No empirical literature was found that utilizes foster parents as agents of change
with foster children in regarding to behaviors associated with attachment difficulty; nor
were research studies found that examined the efficacy of CPRT in diminishing behaviors
associated with attachment issues. Potential benefits to both the foster child and the foster
parent may result when foster parents, through CPRT, are allowed the opportunity to be
such a change agent. These benefits include: 1) less dependence on a professional for
therapeutic assistance; 2) the foster parent has the potential to be more effective in
interacting with the foster child; and 3) there is greater potential for lasting changes as
foster parents will continue to use the skills acquired in CPRT throughout their
relationship with the foster child (Landreth & Bratton, 2006). This study aims to address
the gap in the empirical literature regarding the effectiveness of foster parents as
therapeutic change agents in the lives of foster children.
This research study attempts to address the gap in the literature regarding the
effectiveness of Filial Therapy as an intervention to diminish behaviors associated with
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attachment difficulties in foster children with attachment problems, and to improve
relationships between foster parents and foster children.
Research Questions
CPRT is a therapeutic intervention with demonstrated effectiveness in facilitating
positive relationships between parents and children. Will CPRT be effective in
facilitating attachment behaviors in foster children with attachment difficulties? This
study seeks to provide answers to the following research questions:
Research Question 1: Will the quasi-experimental group score significantly lower (p<
.05) on the total RADQ score of behaviors associated with attachment difficulty
when compared to the total RADQ score of the control group subsequent to the
CPRT intervention?
Hypothesis 1: There will be no significant difference in the quasi-experimental group‟s
change in total RADQ score of behaviors associated with attachment difficulty
when compared to the change in the total RADQ scores of the control group.
Research Question 2: Will the quasi-experimental group score significantly lower (p<
.05) on the subscales of the RADQ score of behaviors associated with attachment
difficulty when compared to the subscales of the RADQ scores of the control
group subsequent to the CPRT intervention?
Hypothesis 2: There will be no significant difference on the quasi-experimental group‟s
subscale scores of behaviors associated with attachment difficulty when compared
to the subscale scores of the control group.
Research Question 3: Will the age of the foster child influence the behaviors associated
with attachment difficulties?
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Hypothesis 3: The mean score of behaviors on the RADQ associated with attachment
difficulties exhibited by older children will not differ from the mean score of
behaviors on the RADQ exhibited by younger children.
Research Question 4: Will the gender of the foster child influence the behaviors
associated with attachment difficulties?
Hypothesis 4: The mean score of behaviors on the RADQ associated with attachment
difficulties exhibited by male foster children will not differ from the mean posttest score of behaviors on the RADQ exhibited by female foster children.
Research Question 5: Will the number of foster home placements experienced by the
foster child influence behaviors on the RADQ associated with attachment
difficulties?
Hypothesis 5: The mean RADQ scores of foster children who have experienced multiple
foster placements (more than one) will be equal to the mean RADQ scores of
children who have experienced one placement.
Delimitations
The boundaries of this study are established through the pre-test, post-test, quasiexperimental, and control group design of the investigation. Helping foster parents in the
quasi-experimental group develop skills that will help to reduce behaviors that are
associated with attachment difficulties in foster children is the focus of the study. Foster
children, however, will be indirect participants in this investigation as they will be
participating in bi-weekly play sessions with their foster parent. In order to maintain the
confidentiality of foster children, there will be no videotapes of CPRT sessions between
foster parents and foster children. As a result, the investigator will have the expectation
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that the foster parents will conduct CPRT sessions and that they will conduct sessions
according to principles learned during training. Furthermore, the investigator will have
the expectation that the foster parents will describe the play sessions they conduct with
their foster children accurately when they discuss the sessions with the investigator and
the CPRT group. Subsequent to this research study, any foster parents assigned to the
control group will have the opportunity to participate in CPRT training. Although this
study will attempt to prove the effectiveness of CPRT, this intervention does present
potential limitations.
Limitations
This study is limited by seven factors that may affect the outcome of this research.
First, foster care living arrangements have the potential to result in a break in placement;
consequently, it may be difficult for foster children to change attachment behaviors for
someone who they may perceive as being transient in their life. Second, if the foster
child‟s placement in the home is disrupted during the course of the study, the foster child
will no longer participate. Although every effort will be made to ensure the foster
placement of participants is secure prior to participation, this can not be guaranteed.
Third, foster parents who tend to utilize an authoritarian parenting style must be able to
relinquish this mode of parenting in favor of an authoritative approach to parenting that
will be introduced in the CPRT training. The foster parent who is unable to do so may not
benefit from CPRT training, and as a result, neither may the foster child. A fourth
limitation is that foster parents will be introduced to a variety of new skills that they must
be willing to practice between sessions according to training principles, even if they are
skeptical regarding outcome. Fifth, foster parents must participate in all sessions and
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must conduct special play time with their foster child on a weekly basis in the home two
times a week for 30 minutes per play time. If the foster parent does not initiate play
sessions on a regular basis, there is a potential for outcome variables to be affected
adversely. Sixth, the research instrumentation is a self-report instrument whereby foster
parents will measure attachment behaviors exhibited by the foster child. Although this
instrumentation is precise in nature, it may not capture the subtle shifts in attitudes and
perceptions of the foster parent. Finally, the researcher will be implementing this
intervention with foster parents and has seen first hand the efficacy of Filial Therapy in
facilitating positive relationships between children and significant others that result in
behavior change on the part of both parent and child. As a result, the investigator must
safe guard against subjective bias by adhering strictly to the research design. Despite the
limitations noted this study will add to the empirical literature regarding CPRT and its
significance for foster children and foster families.
Significance of the Study
This research will add to the literature regarding the effectiveness of CPRT in
three ways. First, this study seeks to determine the efficacy of CPRT in affecting the
observed behaviors that foster children with attachment problems exhibit. No empirical
research studies were found that have examined the effectiveness of CPRT for
diminishing behaviors that are associated with attachment issues. Second, this study
seeks to add to the limited research literature regarding the effectiveness of the 5-Session
format of CPRT. Finally, this study aims to address the gap in the empirical literature
regarding the effectiveness of foster parents as therapeutic change agents in the lives of
foster children.
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Additional significance may be derived from CPRT if an improved relationship
between the foster parent and the foster child occurs. Secondary benefits may result if
improved relationships are generalized to the biological parent, thus improving the
relationship between the parent and the child. In addition, presenting behavioral
problems exhibited by the child may also be decreased or extinguished subsequent to the
CPRT intervention. Benefits may also result if improvements are generalized to other
settings such as social relationships, school settings, etc. A further benefit may be derived
to foster children, the Department of Children‟s Services and society as a whole if
improved relationships between the foster parent and the foster child prevent disruptions
in the foster child‟s placement.
Attempting to add to the empirical literature regarding the effectiveness of this
intervention will involve the use of key terms. The precise meaning of these terms will
help to clarify important concepts involved in this investigation and will help to describe
key elements of the research.
Definition of Terms
Aggressive behavior refers to behavioral problems that involve acting out towards
others that are characterized by physical violence, cruelty, outbursts of temper, verbal
altercations or destruction of property (Randolph, 2000).
Ambivalent attachment is defined as an attachment formation that is expressed
primarily through anger, defiance, rage, manipulation, and the rejection of affection
based on the need for control (Ainsworth, M., Blehar, M., Waters, E., & Wall, S., 1978).
Asocial behaviors is defined as difficulty making eye contact, engaging in
dangerous activities, high pain tolerance and refusing comfort when hurt, teasing,
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hurting, or cruelty to animals, preoccupation with fire or fire setting; and fascination with
violence (Randolph, 2000).
Antisocial behavior refers to the inability to express age appropriate guilt,
destruction of property, impulsivity, lack of cause and effect thinking, and tendency
towards being accident prone (somatic) (Randolph, 2000).
Anxious attachment refers to an attachment formation that is expressed by
clinging behavior or fear of separation from the attachment figure (Ainsworth, M.,
Blehar, M., Waters, E., & Wall, S., 1978).
Avoidant attachment is defined as an attachment formation that is expressed by
isolated behavior, avoidance of relationships, and rejection of affection based on fear of
others or the failure to enjoy the company of others (Ainsworth, M., Blehar, M., Waters,
E., & Wall, S., 1978).
Attachment disruption refers to an interruption in attachment between the child
and his or her natural or adoptive parents stemming from the foster child‟s removal from
his or her family of origin or adoptive placement (Gray, 2002).
Behaviors associated with attachment difficulties resulting from avoidant,
anxious, ambivalent, or disorganized attachment formation and refer to the following: 1)
superficially and engaging, charming behavior; 2) indiscriminately affectionate behavior
with strangers; 3) destructive to self, others, and possessions; 4) developmental lags; 5)
lack of eye contact; 6) lack of demonstrative behavior with caregivers; 7) cruelty to
animals, siblings or others; 8) lack of cause and effect thinking; 9) poor peer
relationships; 10) inappropriately demanding or clinging; 11) engaging in stealing or
lying behavior; 12) lack of age appropriate-guilt; 13) engaging in persistent nonsense

16

questions, incessant chatter, or arguing; 14) abnormal speech patterns; 15) poor impulse
control; 16) controlling behavior; 17) does not learn from consequences; 18) makes false
accusations; 19) will not allow caregivers to comfort him or her; 20) sneaks things, even
though he or she could have them if he or she had asked; 21) can‟t keep friends for more
than a week; 22) throws tantrums; 23) accident prone; 24) doesn‟t do well in school, but
could do well if he or she put forth effort; 25) sets fires or is preoccupied with fire; 26)
prefers violent shows or movies; 27) engages in hording or gorging on food; 28) engages
in risk taking behavior; 29) repressed rage; 30) high pain tolerance; and 31) was abuse or
neglected, experienced severe chronic pain, had more than one caregiver, was separated
from his or her mother for more than two days, or was in an orphanage during the first
two years of his or her life (Randolph, 2000).
Child-Parent-Relationship Therapy (CPRT) is:
A unique approached used by professionals trained in Play Therapy to train
parents to be therapeutic agents with their own children through a format of
didactic instruction, demonstration play sessions, required at-home laboratory
play sessions, and supervision in a supportive atmosphere. Parents are taught
basic child-centered play therapy principles and skills including reflective
listening, recognizing and responding to children‟s feelings, therapeutic limit
setting, building children‟s self-esteem and structuring required weekly play
sessions with their children using a special kit of selected toys. Parents learn how
to create a non-judgmental, understanding, and accepting environment that
enhance the parent-child relationship, thus facilitating personal growth and
change for child and parent. (Landreth & Bratton, 2006, p. 11)
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For the purpose of this study, CPRT is the model of Filial Therapy that will be utilized
with foster parents and foster children. This model will be conducted using a five week
approach.
Controlling behavior is defined as tremendous need for control, excessive
arguing, demanding behavior, bossiness, tantruming, and academic underachievement
(Randolph, 2000).
Delinquent behavior is defined as denying responsibility for actions, stealing,
pathological lying, sneaking instead of asking for needs or wants, hoarding food, and
speech oddities (Randolph, 2000).
Disorganized attachment refers to an attachment formation that is expressed by
disorganized or bizarre behavior and emotional and frequent changes in mood. Children
with a disorganized attachment style may be psychotic, developmentally delayed, or may
have intellectual, speech, or neurological impairments (Levy, 2000; Randolph, 2000).
Empathy is defined as the ability to be sensitive to the needs and feelings of
others and the ability to communicate this sensitivity to another person (Randolph, 2000).
Filial Therapy refers to a psycho educational intervention model whereby a
therapist trained in client-centered play therapy teaches foster parents to be agents of
therapeutic change with their foster children. Foster parents are educated in basic
therapeutic skills including responsive listening, therapeutic limit setting, building selfesteem, conducting weekly play sessions, selecting an environment for play, and
selection of toys and materials to be used in play sessions. Skills are taught to parents by
the therapist who also demonstrates and role-models techniques and behaviors and serves
as a supervisor to the therapeutic process. Foster parents learn to create an understanding
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and accepting environment which facilitates personal growth of the child and enhances
the foster parent-foster child relationship (Landreth & Bratton, 2006).
Foster child is defined by this study as a child who has been removed from his or
her family of origin or adopted family and placed in a household where he or she is
parented by someone other than the natural or adopted parents (Gray, 2002).
Foster parent is defined as an individual other than the child‟s natural or adoptive
parent who acts as parent and guardian of the child but who has not legally adopted the
child (Gray, 2002).
Fringe therapy is defined as an intervention that is presented outside of the
boundaries of psychology and medicine and is unsubstantiated by empirical evidence
(Mercer, Sarner, & Rosa, 2003). Fringe therapies have emerged in the form of anecdotal
experiences of the therapist (Boris, 2005) and are not covered by insurance, not used in
public hospitals or clinics, are not taught by accredited university programs, and are
rejected by most credentialed mental health professionals and medical practitioners
(Mercer, Sarner, & Rosa, 2003).
Indiscriminate affection refers to an inability to socially discriminate who one
should be affectionate with and excessive familiarity with others including strangers
(Levy & Orlans, 1998).
Play therapy refers to:
A dynamic interpersonal relationship between a child and a therapist trained in
Play Therapy procedures that provides selected play materials and facilitates the
development of a safe relationship for the child to fully express and explore self
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(feelings, thoughts, experiences, and behaviors) through the child‟s natural
medium of communication; play. (Landreth, 1991, p. 14)
Social behavior refers to acting cute or charming in an attempt to manipulate
others, being overly friendly with strangers, teasing, hurting or being cruel to other
children, attempting to get sympathy from others by lying or embellishing, and the
inability to keep friends (Randolph, 2000).
Social problems are defined as problematic behaviors exhibited by the child that
include inability to get along with others, being disliked by others, and or teased, rejected,
or mistreated by peers (Lamb, Gaensbauer, Malkin, & Shultz, 1985).
The above mentioned terms are important concepts and key elements involved in
this investigation. The following organization information will detail the investigation
process in its entirety.
Organization of the Study
This research study will consist of five chapters. Chapter One introduces the study
and describes the significance and relevance of CPRT as an effective method of treatment
for reducing behaviors associated with attachment difficulties experienced by foster
children who have been removed from their family of origin. Chapter Two includes
reviews of the literature in the following areas: 1) Filial Therapy; 2) Attachment Theory;
3) Attachment Theory and abuse and neglect; 4) attachment and anti-social behavior; 5)
children in foster care; 6) foster children and attachment; and 7) attachment interventions.
The research design and methodology is discussed in Chapter Three and includes
methods, research questions, instrumentation, participants, procedures (including an
overview of sessions), data analysis, and data trustworthiness and research bias. Chapter
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Four will present the findings of this study and Chapter Five will discuss these findings
and suggest areas for further research.
Summary
This chapter has presented an overview of the study, CPRT: Hope for Disrupted
Attachment. The prevalence of foster children who experience attachment difficulties and
a lack of effective treatment for facilitating secure attachment indicate that outcomes
studies that address these issues are justifiable. The research design directs the focus of
this study to the efficacy of a five week CPRT intervention in affecting the observed
behaviors that foster children with attachment problems exhibit and whether or not CPRT
is an effective treatment intervention for foster children with attachment difficulties. The
research design further seeks to determine if there is an association between behaviors
associated with attachment difficulties and the age of the foster child, the gender of the
foster child, and the number of placements experienced by the child. Essential
terminology involved in this study has been defined so that the meaning of each term is
clarified in reference to its use in this research. The second chapter will review the
literature on the topics of Filial Therapy, Attachment Theory, Attachment Theory and
abuse and neglect, Attachment Theory and anti-social behavior, children in foster care,
foster children and attachment, and attachment interventions.
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CHAPTER TWO
Review of Literature
The following review of the literature is a synthesis of theoretical constructs and
research related to the areas of Filial Therapy and Attachment Theory. Included in this
review is the Guerney model of Filial Therapy, the Landreth Model, the use of Filial
Therapy as a treatment modality, and its significance as an intervention for attachment
issues. It further explores attachment in depth, especially as it pertains to children who
have been abused, neglected, and or abandoned, and removed from their family of origin.
Attachment Theory and it relationship to abuse and neglect, anti-social behavior, and
children in foster care, is also reviewed. Finally, an overview of attachment interventions
and Filial Therapy as a potential attachment intervention conclude the chapter.
Filial Therapy
Filial Therapy is a treatment option that may offer hope for children with
attachment issues and disorders. It is a therapeutic intervention that is based on the
theoretical construct of Child-Centered Play Therapy (CCPT) (Guerney, 1964; Landreth
& Bratton, 2006). CCPT is based on Carl Roger‟s theoretical constructs of nondirective
therapy that were founded in the belief that all humans have the potential to be selfdirecting and to move towards growth and maturity (Rogers, 1951). CCPT does not
attempt to control or change the child; rather, it views the child‟s behavior as selfdirected and motivated by growth, independence and self-realization (Landreth &
Bratton, 2006). The agent of change within CCPT is the relationship between the
therapist and the child, grounded in the therapist‟s acceptance of the child and belief that
the child can be a change agent in his/her own life by leading the play experience
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(Axline, 1947; Landreth, 1991/2002; Landreth & Bratton, 2006). Axline (1947) describes
this process: “Through the process of self-expression and exploration within a significant
relationship, through realization of the value within, the child comes to be a positive, selfdetermining and self-actualizing individual” (p. 5).
Play Therapy has been researched for over five decades. Bratton et al. (2005)
conducted a meta-analysis of the Play Therapy literature and compared 93 treatment and
control group studies. Results of this meta-analysis indicated that children who received
Play Therapy interventions performed better (more than three fourths of a standard
deviation) on outcome measures than children who did not receive such treatment. In
addition, Filial Therapy was found to generate stronger evidence of effectiveness than
play therapy and in fewer sessions (Bratton, Ray, Rhine, & Jones, 2005).
Filial Therapy teaches parents to apply child-centered play skills to their
interactions with children in much the same way a therapist would apply principles and
skills in Play Therapy (Landreth & Bratton, 2006). Because play is the primary language
of children and the way in which children work through issues, the goal of Filial Therapy
is to teach parents to be therapeutic change agents with their own children through the
medium of play (Landreth, 2002).
Originally, Filial Therapy was designed as a long term therapeutic intervention
(Guerney, 1994). Today, Filial Therapy has evolved into a short-term intervention that
uses a psychoeducational intervention model based on client-centered, dynamic,
behavioral and family systems (Landreth, 2002). Therapists teach, supervise and
empower parents to conduct child-centered play sessions with their children (Landreth &
Bratton, 2006). Typically, this method is utilized to facilitate positive relationships
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between a parent and their child and to eliminate behavioral problems (Van Fleet, 1994).
This is accomplished through psychoeducational instruction, play demonstrations
conducted by the play therapist, required play sessions conducted in the home between
the parent and the child, and ongoing supervision between the play therapist and the
parents (Landreth & Bratton, 2006).
In a psychoeducational parent training format, the play therapist teaches parents
basic therapeutic skills such as responsive listening, therapeutic limit-setting, building
self-esteem, and how to have weekly play sessions with their child utilizing specially
selected toys (Landreth, 2002; Landreth & Bratton, 2006). Therapeutic play sessions
between the parent and child allow parents to become change agents when they create a
non-judgmental, accepting, and understanding environment in which the parent-child
relationship can develop (Landreth & Bratton, 2006). The result is personal growth for
both the parent and the child. According to Louise Guerney (1997), “ Filial Therapy adds
what strictly behaviorally oriented psychoeducational training programs do not have - the
nesting of the training in new behaviors within a humanistic approach to change . . . and
both components are necessary to make therapy complete” (p. 157). Because the parent
has an influential relationship with the child, teaching parents the skills of child-centered
play therapy is likely to have a greater impact than if the child received play therapy from
a therapist (VanFleet, 1994). According to VanFleet, such results would also be “more
profound and longer lasting” (p. 3).
Parenting programs designed to help parents to be more proficient in their role
typically focus on educating the parent to change the child or control the child‟s behavior
(Landreth & Bratton, 2006). This, however, is not the focus of Filial Therapy which
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instead focuses on changing the parent by increasing their parental effectiveness
(Landreth, 2002).
Filial Therapy In Comparison to Other Parent Training Programs
Preparation for parenting is typically limited to the knowledge one receives from
one‟s own childhood experiences (Bratton, 1994). As a result, many enter parenthood
unprepared and unequipped to carry out their parental roles and obligations. Filial
Therapy offers a different type of parenting program as it places the focus of the training
on the child (Landreth & Bratton, 2006) and the child‟s most natural means of
communication: play (Bettelheim, 1987).
Rather than focus on problem solving techniques, Filial Therapy focuses on the
parent-child relationship (Guerney, 1964). In addition, Filial Therapy focuses on
communication between the parent and the child utilizing play, as opposed to verbal
interventions (Landreth, 1991). Other relationship models focus on the parent being in
charge of resolving problems while Filial Therapy encourages the child to take the lead
and to develop self-responsibility and self-control (Landreth & Bratton, 2006). Filial
Therapy is experientially based and allows parents to try out and practice their new skills,
rather than receive training in a lecture format (Landreth & Bratton, 2006). Finally, the
goal of Filial Therapy is not to change the child‟s behavior but to change the child‟s
perception of the parent, and the parent‟s perception of the child (Landreth, 2002;
Landreth & Bratton, 2006). As a result, this treatment method offers parents new skills
for relating to their children, and an opportunity to enhance their existing parenting
abilities (Lobaugh & Landreth, 1998) and serves as a prevention strategy as well as an
intervention (Garza, Watts & Kinsworthy, 2007). Historically, the delivery of the Filial
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Therapy intervention has been based on the Guerney model or the Landreth model, both
of which are considered family therapy approaches.
The Guerney Model
Filial Therapy was first introduced by Bernard Guerney in 1964 in response to the
need for mental health services for children and families, which was often unavailable
(Guerney, 1964). Initially developed for children ten years of age or younger who were
experiencing significant behavioral or emotional difficulty, Filial Therapy was intended
to be a long-term treatment intervention (Garza, Watts, & Kinsworthy, 2007). Guerney
postulated that parents could serve as agents of change in the lives of their children in
regard to emotional and behavioral problems and parents could take a more active role in
their children‟s treatment. Because parents were viewed as the most influential persons in
the child‟s life, Guerney believed that therapeutic change within the parent-child
relationship would have the most impact. Thus, the term Filial Therapy was instituted to
reference this natural bond between the parent and child (Landreth & Bratton, 2006).
Parents who were typically excluded from the treatment process were now included,
avoiding any perception of exclusion or failure on their part (Guerney, 1964). Guerney
further established that including parents in treatment helped them function more
adequately in their parental roles and helped avoid premature removal from therapy.
In the Guerney model of Filial Therapy, therapists trained parents in the skills of
child-centered play therapy (Guerney, 1964). These skills included helping the parent to
develop empathy and acceptance for the child and to interact with the child in a genuine
and accepting manner through 30 minute play sessions. Through this interaction, the
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relationship between parent and child was enhanced and the parent‟s perception of the
child changed in a positive direction, as did the child‟s perception of the parent.
Although Guerney‟s Filial Therapy was a radical approach to child psychotherapy
at the time (Landreth & Bratton, 2006), Guerney was influenced by predecessors such as
Freud, Moustakas, Fuchs, and Baruch who incorporated parents into their child‟s
treatment (Guerney, 1964). Freud (1959) in “An Analysis of a Phobia in a Five-year-Old
Boy” gave therapeutic instructions to the child‟s father and allowed the father to carry out
treatment in the home. According to Freud: “The treatment itself was carried out by the
child‟s father…No one else could possibly have prevailed on the child to make such
avowals; the special knowledge by means of which he was able to interpret the remarks
made by his…son was indispensable” (p. 149).
Moustakas (1959) suggested that parents of normal children conduct in-home play
sessions with their children in order to facilitate positive interactions and experiences.
Moustakas referred to these in-home play experiences as “relationship therapy” and
perceived such play sessions as emotionally therapeutic for the child (Moustakas, 1959).
According to Moustakas, “Through the process of self-expression and exploration within
a significant relationship, through realization of the value within, the child comes to be a
positive, self-determining, and self-actualizing individual” (p. 5). Fuchs (1957) began inhome play sessions with her daughter at the encouragement of her father, Carl Rogers,
when the child was experiencing emotional distress due to toilet training. Fuchs reported
that the in-home plays sessions lead to remarkable results and an extinction of toileting
difficulties. Baruch (1949) viewed in-home play sessions as a way to foster healthy
parent-child relationships with interactions between the parent and child modeled after
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Axline (1947). Axline postulated that in-home play sessions allowed the child to work
through their issues while enhancing the parent-child relationship (Landreth & 2006) in a
Rogerian client-centered manner (Guerney, 1964). The in-home play sessions indicated
by Freud, Moustakas, Fuchs, and Baruch did not involve close instruction or supervision
by a therapist, nor were they conducted in a group therapy or support group design,
nevertheless, positive outcomes were reported (Landreth, 1991). As a result, Guerney
regarded these favorable experiences as promising and used the family focused play
sessions in his model of Filial Therapy (Guerney, 1964).
Guerney‟s Filial Therapy model incorporated child-centered support in the form
of in-home play session between the parent and the child (Guerney, 1964). According to
Guerney, Guerney, and Androcio (1966), parents were taught the following tenants and
instructed to utilize them in play sessions: 1) parents must be empathic and make every
effort to understand how the child views themselves and their world; 2) the parent must
be fully accepting of the child‟s feelings and thoughts; 3) the parent must leave the
direction of the play sessions to the child; and 4) the parent must convey to the child that
they understand and accept him or her. Parents were also taught to avoid giving their
children directions, suggestions, or advice during their in-home play sessions and to
avoid evaluating or making judgments of the child‟s play (Guerney, 1978). In this
manner, the parent, rather than a therapist, became the agent of change in the child‟s life
(Landreth, 1991).
Guerney‟s model of Filial Therapy not only allowed parents to be trained and
supported by therapists, but also allowed parents the opportunity to discuss and process
their experiences in a group setting (Guerney, 1964). Through instruction, modeling,
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demonstrations, group practice and homework assignments, parents could now capitalize
on building resources to aid in the development of the parent-child relationship (Landreth
& Bratton, 2006). These didactic elements set Filial Therapy apart from other
psychological interventions of the time (Landreth, 1991).
Guerney, his wife Louise Guerney and his protégés researched Filial Therapy in
an attempt to evaluate the effectiveness of his approach to parent training (Landreth &
Bratton, 2006). The initial Filial Therapy study was conducted by Stover and Guerney
(1967) utilizing an experimental group format with a sample of 28 mothers who sought
intervention with their children. Outcome data indicated that mothers in the Filial
Therapy group were not only able to conduct child-centered play sessions, but were also
able to reduce directive behavior with their children, increase reflective statements and
empathic listening, and set therapeutic limits with their children (Stover & Guerney,
1967). Some criticism resulted regarding this research study due to the lack of a control
group.
Stover and Guerney (1971) were able to support the findings of their previous
research with a landmark study that involved severely emotionally disturbed children and
their parents. In an experimental group, control group research format, 51 parent and
child dyads participated in 12 months of Filial Therapy training. Outcome data indicated
that parents involved in this study were also able to conduct play sessions in a childcentered manner and were able to increase their ability to respond to their children
empathically through reflective statements, as well as set therapeutic limits. In addition,
assessments completed by both parents and clinicians indicated that all 51 children had
improved in some capacity. Twenty-eight of the children‟s symptoms and psychosocial
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adjustment were viewed as being very much improved and no child was viewed as
staying the same or de-compensating. Other benefits to participants included increased
interactions between parent and child, play sessions as an appropriate outlet for feelings
of anger and aggression, authentic sharing and conversation between parent and child,
and decreased dependency toward the parent.
Louise Guerney (1975) conducted a longitudinal investigation of the study
implemented by Guerney and Stover in 1971. Participants of the Guerney and Stover
study were interviewed between one and three years later to determine the continued
efficacy of the filial Therapy intervention. The 51 participants in the previous study were
surveyed and 42 out of 51 responded. Only one of the 42 respondents indicated that they
had sought further treatment for their child and 32 of the respondents indicated that their
children continued to improve. Sixty-four percent of the parents who viewed their
children as improved indicated that their child‟s progress was based on the parent‟s
increased ability to relate to their child in an appropriate and positive manner. Overall,
the parents surveyed evaluated the Filial Therapy training as a positive experience for
themselves and their child. This longitudinal follow-up investigation suggested that
benefits derived from Filial Therapy were evident up to three years subsequent to the
initial intervention (Guerney, 1975).
Sywulak (1977) examined the differences of Stover and Guerney‟s Filial Therapy
study when both a treatment group and a control group were utilized. Participants
included 13 mother and father pairs and six single mothers. The parents completed an
assessment related to their child‟s behavior and adjustment four months prior to training,
at the mid-point of training, and four months subsequent to the training. The data
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obtained from this study showed a decrease in parental reports of problematic behavior
and significant improvement in parental acceptance. Other findings included parents
being willing and able to implement Filial Therapy techniques, withdrawn children
exhibiting changes more expeditiously than aggressive children, and that fathers noticed
change in adjustment later than mothers.
These early studies indicated that Filial Therapy offered parents a therapeutic
alternative. Parents had the opportunity to address the difficulties of parenting in a
supportive group environment and were able to be instrumental in their own child‟s
treatment. This pioneer research conducted by Bernard Guerney, Louise Guerney, and
their protégés provided the basis for the Landreth model of Filial Therapy, Child-ParentRelationship Therapy (Landreth and Bratton, 2006).
The Landreth Model
Garry Landreth further refined Filial Therapy in the 1980s when he developed
Child-Parent-Relationship Therapy, a 10-session model of Filial Therapy (Landreth,
2002). Because parents were not familiar with the term Filial Therapy, Landreth
marketed his program as C-P-R Training, which later became Child Parent Relationship
Therapy (CPRT) (p. 232). This model of Filial Therapy incorporated a time-limited
approach to Filial Therapy in an attempt to make treatment more available to families
who could not afford long-term treatment and to decrease the likelihood of early
termination of services (Landreth, 2002; Landreth & Bratton, 2006). Landreth developed
a specific treatment protocol that gave explicit instructions for teaching CPRT techniques
and for implementing and facilitating training and group process (Landreth & Bratton,
2006).
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Child Parent Relationship Therapy is one of the most often examined treatment
methods in the field of child psychotherapy (Landreth & Bratton, 2006). Over 800
subjects in 33 studies have been involved in investigating the efficacy of this treatment
option. The focus for evaluating the effectiveness of CPRT centers on the following: 1)
changes in parents that resulted from the intervention; 2) changes in children that resulted
from the intervention; 3) the long term effects of Filial Therapy; and 4) the effectiveness
of CPRT with special populations (Landreth & Bratton, 2006).
Filial Therapy Literature
Glazer and Kottman (1994) utilized a case study format to examine the
effectiveness of CPRT as an intervention when the relationship between a parent and
child was altered as a result of divorce. The father had supervised visitation and limited
contact with his daughter over a two-year period of time. The father was instructed in
client-centered communication strategies, active listening, and therapeutic limit setting
skills. The investigators then supervised ten 30-minute play sessions between the father
and his daughter. The investigators reported that Filial Therapy changed several aspects
of the relationship between the parent and child. Physical contact increased between the
two, as did the content of their verbal interactions. The child included her father in her
play over time, indicating trust and intimacy. The father reported being able to allow his
daughter to lead the play sessions and became adept at using self-esteem building
responses. The investigators indicated that the daughter‟s fear of abandonment decreased
and both the father and his daughter viewed the time they spent in therapy as very
special. A secondary benefit was reported by the child‟s step-mother who indicated an
improved relationship with her step-daughter subsequent to the intervention.
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Bratton, Ray, and Moffett (1998) conducted a case study whereby CPRT was
initiated with custodial grandparents and their grandchildren. CPRT was reported to be
the vehicle for providing stability and emotional support to the grand children who had
been placed with their grandparents as a result of abuse and neglect. Positive changes
subsequent to the CPRT intervention included improved family interactions, the
development of problem-solving techniques, a much closer sibling relationship between
the children, improvements in the children‟s behavior and increased attachment between
the grandparents and their grandchildren. Two months after treatment, follow up
indicated that the grandparents continued to have play sessions with their grandchildren
and those behavioral problems continued to improve.
Bratton and Landreth (1994) attempted to determine the effectiveness of CPRT
with single parents. Using an experimental group, control group format that incorporated
the Porter Parental Acceptance Scale (PPAS) and the Filial Problems Checklist (FPC) as
measurement instruments, the single parents in the CPRT group demonstrated a
significant increase (p>.05) in their ability to respond empathically to their children. In
addition, the experimental group parents exhibited a significant increase (p>.05) in their
ability to respond to their child‟s feelings and the expression of those feelings as well as
an increased ability to exhibit unconditional love, and recognize the child‟s need for
autonomy. A significant decrease (p<.05) in parental stress related to parenting and a
reduced report of behavioral problems were also reported by the parents in the
experimental group.
Landreth and Lobaugh (1998) examined the effectiveness of Filial Therapy under
extreme conditions. Their research determined that incarcerated fathers were much like
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fathers outside of prison as they cared for their children and were eager to improve
interactions with them. Even fathers with a history of violence were reported to be able to
learn new ways to interact with their children. The investigators used the Child Behavior
Checklist (CBCL), the Porter Parental Acceptance Scale (PPAS), and the Parental Stress
Index (PSI) as measurement tools in a pre-test, post-test format. Subsequent to this study,
researchers found a significant difference (p> .05) in the fathers who were better able to:
1) cope with stress, 2) adjust to their incarceration, 3) accept their child, and 4)
empathically respond to their child. Subsequent to the 10-week intervention, statistical
data indicated that the children‟s self-concept had significantly improved (p> .05) based
on this 30 minute per week intervention with their fathers.
This study was then replicated with a group of mothers who were also
incarcerated. Harris and Landreth (1997) modified the above mentioned Filial Therapy
intervention by condensing it into a five-week model. The researchers attempted to
determine whether or not they could speed up the emotional development of the children
as well as the emotional growth and stability of the parents through a five-week program.
The time frame used was the only procedural modification. Incarcerated mothers received
training for a two hour period twice a week for five weeks. They then had play sessions
with their children twice a week for a five-week period. The researchers found similar
results between the two studies. Incarcerated mothers also showed better coping skills
and increased empathy and acceptance of their children following the intervention. The
children of incarcerated mothers also showed an increase in self-concept as a result of
involvement in the research.
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Costas and Landreth (1999) researched the efficacy of CPRT with non-offending
parents and their children who had been affected by child sexual abuse. The investigators
used the PPAS, the PSI, the CBCL, the Child Anxiety Scale (CAS), the Joseph PreSchool and Primary Self-Concept screening Test (JPPCST) and the Draw a Person:
Screening Procedure for Emotional Disturbance (DAP:SPED) as measurement tools in
this pre-test, post-test, experimental group, control group designed format. The results of
this study indicated that the non-offending parents in the experimental group significantly
increased (p> .05) their level of empathy and acceptance for their children. Other benefits
included a significant decrease (p< .05) in the level of stress experienced by the parents
in the experimental group. The children in the experimental group showed improved
behaviors, self-concept, and emotional adjustment as well as a decrease in anxiety. This
study indicated that families with abuse histories benefited from CPRT.
In an attempt to determine if CPRT was an effective intervention for parents of
children with learning difficulties, Kale & Landreth (2000) initiated this research study.
A pre-test, post-test, experimental group, control group method was utilized with the PSI
and the PPAS as measurement instruments. Subsequent to the study, the experimental
group significantly increased their level of acceptance for their children (p>.05) and
significantly decreased (p<.05) their stress level in regard to parenting.
Tew, Landreth, Joiner and Solt (2002), investigated the effects of CPRT with
children and parents who are chronically ill. This quantitative study used the PSI, PPAS,
and the CBCL as measurement tools in experimental and control groups to determine the
effectiveness of CPRT with this sample. Findings included a significant reduction in the
stress of the CPRT group (p< .05) related to parenting and in the parent‟s perception of
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the children‟s problematic behaviors. In addition, a significant increase in parental
acceptance was also reported.
Filial Therapy was found to be an effective method of improving the relationship
between parents and children and grandparents and their grandchildren. Filial Therapy
was also conducted with cultural groups to determine its cross- cultural effectiveness.
Filial Therapy with Cultural Groups
Filial Therapy has been conducted with a wide variety of cultures. These include
studies with different ethic groups, and non-traditional family structures. The following
Filial Therapy research studies were found to result in some form of benefits to all
samples examined (Chau and Landreth, 1997; Yuen, Landreth, & Baggerly, 2002; Jang
(2002); Glover and Landreth, 2002).
Chau and Landreth (1997) examined the effectiveness of Filial Therapy with a
group of Chinese immigrants. Thirty-six new Chinese immigrants participated in the
Landreth 10-week Filial Therapy model of training, group process, and play interventions
with their children. Subsequent to the Filial Therapy intervention, parents reported an
increase in empathic interactions between themselves and their children and an increase
in acceptance of their children. In addition, participants reported a reduction in stress
related to parenting their children.
This study was replicated in 2002 with Chinese immigrants in Canada (Yuen,
Landreth, & Baggerly, 2002). Thirty-five Chinese immigrants with children between the
ages of two to ten years of age participated in this research study using the same 10-week
Filial Therapy-training model previously described. The findings were consistent with the
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finding from the first study, but in addition, parents reported a reduction of perceived
problems related to their children‟s behavior and an increase in their child‟s self-concept.
Jang (2002) evaluated the efficacy of Filial Therapy with Korean Parents utilizing
the PSI, PPAS, FPC, and MEACI as measurement instruments. Jang also used the pretest, post-test control group design but added parent interviews in his research study. The
finding of this study indicated a significant increase in empathic interactions between
parents and their children and a significant reduction in the children‟s problematic
behaviors. According to findings from parental interviews, other family benefits resulted
as well. These benefits included mothers reporting increased sensitivity to their children,
and improved communication between couples.
Glover and Landreth (2002) examined the effectiveness of Filial Therapy with
Native American families living on the Flathead Reservation. The study utilized a pretest,
post-test control group design and the PSI and PPAS as measurement tools. Following
treatment, participants indicated improved communication between their children and
improved relationships with other family members. Participants further indicated an
increase in the level of empathic interactions with their children and an increased level of
desirable play behaviors between children and their parents. Although all 21 parents
indicated these positive trends, they did not reach statistical significance.
Summary of Filial Therapy Literature
Filial therapy is a treatment option with the goal of facilitating a positive
relationship between a parent and child and to facilitate the elimination of the child‟s
behavioral problems (Watts & Broaddus, 2002). Filial therapy allows parents to become
change agents by creating a non-judgmental, accepting and understanding environment in
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which the parent-child relationship can develop (Landreth, 2002), which results in
personal growth for both the parent and the child (Landreth & Bratton, 2006).
Outcome studies support the efficacy of Filial Therapy and the CPRT model of
Filial Therapy between parents and their children in various settings, across age, gender,
marital status, and cultural and ethnic groups (Guerney, 1991; Glazer & Kottman, 1994;
Van Fleet, 1994; Bratton & Landreth, 1994; Chau & Landreth, 1997; Harris & Landreth,
1997; Bratton, Ray, & Moffit, 1998; Landreth & Lobaugh, 1998; Glover & Landreth,
2000; Jang, 2002; Landreth, 2002; Watts & Broaddus, 2002; Yuen, Landreth, &
Baggerly, 2002; Bratton, Ray, Rhine, & Jones, 2005; Landreth & Bratton, 2006). Filial
Therapy is empirically validated by large effect sizes, single-participant research, and
case studies, and has been applied to many different kinds of problems and across
populations with positive outcomes for children and families (Bratton et al., 2005). It is
logical to believe that this intervention is worth considering as a therapeutic intervention
to decrease behaviors typically associated with attachment difficulties in foster children
with attachment problems.
Attachment Theory
Attachment Theory offered the most significant account of the child-caregiver
relationship and its affect on the child‟s development and outcome (Fairchild, 2006).
Attachment Theory proposed that children are biologically predisposed to seek and form
attachments to their primary caregivers through an “attachment behavioral system”
(Bowlby, 1969). This attachment behavioral system ensures the child‟s survival and
protection as the child attempts to seek and maintain close proximity to the attachment
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figure, who will meet both the physical and psychological needs of the child (Bowlby,
1988).
Attachment Theory was first formulated by John Bowlby, a British psychiatrist,
psychoanalyst, and researcher, who studied the relationship between children and their
mothers. Bowlby chose the mother-child relationship because of its generality, in effect,
the mother-child relationship was found across cultures and species (Bowlby, 1969).
Three major theoretical constructs were involved in attachment theory: 1) the role of
attachment behaviors; 2) the concept of internal working models; and 3) the concept of a
secure base. Attachment theory has evolved into one of the most well researched theories
of human development in the field of developmental and social psychology and includes
social, behavioral, emotional, and cognitive components (Fairchild, 2006).
According to Bowlby (1969), Attachment Theory was a way to conceptualize the
tendency of human beings to make strong affectional bonds with significant others.
Bowlby defined attachment behaviors as „„any form of behavior that results in a person
attaining or maintaining proximity to some other clearly identified and preferred
individual who is conceived as better able to cope with the world‟‟ (Bowlby, 1969, p.27).
Such attachment behaviors were considered instinctive and resulted when the right
conditions were met and were not formed on the basis of generalized dependency needs.
Bowlby hypothesized that such attachment behaviors existed across the life span and
were not bonds that children outgrew over time. Furthermore, attachments were formed
to certain individuals who were chosen according to the child‟s order of preference and
endured and become supplemented by new bonds as the child developed.
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Bowlby further hypothesized that there were two functions for attachment figures
(Bowlby, 1988). First, the attachment figure provided the biological function of
protection necessary for survival, and second, the attachment figure provided the
psychological purpose of security. These two functions offered the child a “Secure Base”
and were instrumental in the development of secure attachments between the child and
his or her caregiver (Bowlby, 1988). Behaviors on the part of the child further indicated
whether or not an attachment relationship existed: 1) the child indicated a desire to be
with the attachment figure; 2) the child sought the attachment figure when stressed; 3) the
child derived comfort from the attachment figure subsequent to the stressor; and 4) the
child protested if the attachment figure is not available (Bowlby, 1969). In order for a
secure attachment to occur, the child must experience a caregiver who is responsive to
him or her during life events such as feeding, playing and comforting in times of stress.
In addition, the caregiver must be sensitive to the child, in effect, responding to the
child‟s verbal and nonverbal cues. According to Bowlby (1969) if the child‟s primary
attachment figure does not respond to the child in such a manner, he or she will first go
through a stage of protest, followed by a stage of despair, and finally, will detach from
the primary attachment figure.
Central to Attachment Theory is the concept of internal working models (Bowlby,
1969). Through interactions with the attachment figure, the child developed internal
representations of self and others. These internal representations included beliefs and
expectations about the responsiveness of the attachment figure, the level of caring
exhibited by the attachment figure, and internal beliefs regarding the child‟s worthiness
of care and attention (Pearce & Pezzot-Pearce, 2001). If the attachment figure is
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emotionally available and supportive, the child might internalize a model of self as
valued and competent. If the attachment figure is rejecting, unavailable, or unresponsive,
the child may internalize a model of self as devalued and incompetent. According to
Bowlby (1972), mental health is intricately entwined with the quality of relationships
with attachment figures from infancy throughout the lifespan. Bowlby stated:
For not only young children, it is now clear, but human beings of all ages are
found to be at their happiest and to be able to deploy their talents to best
advantage when they are confident that, standing behind them, there are one or
more trusted persons who will come to their aid should difficulties arise. The
person trusted provides a secure base from which his companion operates. (p.
359)
In addition, the primary attachment relationship is perceived as the most influential in
shaping internalized working models (Pearce & Pezzot-Pearce, 2001). To better
understand primary attachment relationships, Ainsworth, Blehar, Waters, and Wall,
(1978) developed a methodology and classification for attachment behaviors and patterns
between children and their primary caregivers in a landmark research study called, “The
Strange Situation.”
The objective of this research was to determine the quality of attachment
relationships by objectively observing a child‟s reaction when separated from his or her
mother as compared to the child‟s reaction when separated from a stranger (Ainsworth,
Blehar, Waters, & Wall, 1978). The researchers filmed and rated each child‟s level of
security or insecurity based on the child‟s response to being left by the mother and then
the response to the mother upon her return.
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According to Ainsworth, Blehar, Waters, and Wall (1978), three distinct patterns
were identified in relation to the children‟s responses:
Securely attached - the child was distressed and protested when separated
from the mother, then turned to greet the mother upon her return in an
attempt to regain closeness. The child sought comfort and then resumed
playing.
Insecure-Avoidant attached - the child showed little distress to the
mother‟s leaving and no particular reaction upon her return, especially
when she came back for the second time. The child appeared to actively
avoid the mother‟s attempts to regain contact. Such behaviors resembled
rejection. The child would continually observe the mother; consequently,
their play was inhibited.
Insecure-Ambivalent attached - the child was very distressed by the
mother leaving and was difficult to comfort. The child tended to express a
need for comfort but would react with anger when it was provided. The
child engaged in preoccupation with the mother and would alternate
between seeking comfort and rejecting behavior. The child‟s play was
inhibited.
The behavior of the mothers involved in the study tended to mirror the children‟s
responses to the Strange Situation. Mothers of Securely attached children were highly
responsive to their children while the mothers of the Insecure-Avoidant children were
unresponsive to their children, and the mothers of the Insecure-Ambivalent children
behaved inconsistently towards their children. The patterns identified in this research
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study are now viewed as diagnostic instruments to assess the level of attachment between
caregiver and child and have been used for many years in countries throughout the world
as a recognized and valid means of description (Green & Scholes, 2004). Later, a pattern
of Insecure-Disorganized attached was added to the list of attachment patterns first
proposed by Ainsworth (Green & Scholes, 2004). Children with an InsecureDisorganized attachment responded in a confused, unpredictable, and disorganized
manner when separated from their attachment figure (Hardy, 2007). Conflicted behaviors
were exhibited by the child, for example, reaching for the caregiver and then turning
away simultaneously. Hardy postulated that this appeared to be related to internal conflict
between the attachment figure being both the cause of the distress and, at the same time,
the only source of comfort for the child. According to Main (1996), the Disorganized
attachment style is most correlated with psychopathology.
Attachment Theory and Abuse and Neglect
A major tenant of Attachment Theory was the belief that variations in early
caregiver to child interactions leads to differences in attachment security (Gray, 2002).
Factors influencing the attachment process included characteristics of the child, such as
the child‟s temperament and level of irritability (Brisch, 2002; Santrock 2008). Parental
factors, such as substance abuse, the parent‟s own attachment issues, intellectual
capacity, and behavioral patterns play also played a significant role in the attachment
process (Brisch, 2002). Social influences, such as the home environment, exposure to
violence, maltreatment, social support system available to the parent, and the quality or
lack of a marital relationship all affected the attachment patterns (Gray, 2002). Life
events, such as divorce, illness, relocation, death, trauma, and removal from the family of
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origin all played a significant part in the development of attachment patterns (Santrock,
2008). Even children that once experienced secure attachments had the potential to
become insecurely attached when exposed to such risk factors (Gray, 2002).
Care giving that was non-responsive was reported to lead to Avoidant attachments
and care giving that was inconsistent or unreliable was reported to lead to Ambivalent
and Resistant attachment (Ainsworth, Blehar, Waters, & Walls, 1978). Furthermore,
Disorganized and Disoriented attachments appear to be a result of confusion and fear
towards the caregiver and conflict related to whether or not the child should attempt to
maintain contact with the caregiver in times of stress (Green & Scholes, 2004).
According to Hardy (2007) such Disorganized and Disoriented attachment patterns are
typical seen in children who have been maltreated by their attachment figure.
Since maltreated children often experience abandonment and disturbed parentchild relationships, they are likely to develop abnormal emotional, linguistic, and
cognitive development (Eagle, 1994; Silver, Amster, & Haecker, 1999). Maladaptive
attachments may precipitate feelings of mistrust and rage which often results in the
child‟s failure to develop a conscience (Levy & Orlans, 1998). In addition, maltreated
children are at risk for emotional withdrawal, denial of negative feelings, and flattened
affect and as a result, lack the cognitive and emotional abilities or resources to cope with
stressors (Eagle, 1994). Behavioral manifestations of maladaptive attachment include
antisocial behavior such as fire starting, sexual molestation, animal abuse, as well as the
inability to accept or reciprocate affection (Levy & Orlans, 1998).
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Attachment and Antisocial Behavior
Does attachment play a role in the child‟s ability to develop moral reasoning or to
avoid antisocial behavior? Ijzendoorn (1997) described evidence that the beginning of
morality, which is the ability to have empathic feelings for the distress of another or to
comply with caregiver requests, is closely linked to the developing relationship with a
primary attachment figure. Insecure attachment and attachment disorders may be at the
root of antisocial, aggressive and delinquent behaviors throughout the life span (Levy &
Orlans, 1998; Green & Scholes, 2004).
Three hypotheses have emerged regarding the affects of individual differences on
the development of morality (Ijzendoorn, 1997). First, it is believed that genetics play a
role in the development of empathy, or a lack thereof (Bowlby, 1969). Second, parental
child rearing practices in the form of discipline further determine the development of
empathy (Ijzendoorn, 1997). If the parent is viewed by the child as warm and loving but
strictly and consistently forbids harmful behaviors to others, the child will develop
empathy. If the parent does not behave in this manner, empathy for others will not
develop (Brisch, 2002). Third, moral development is considered to be a direct result of
attachment relationships with a parent or parent figure (Ijzendoorn, 1997). Children with
Secure attachments are more likely to become empathic to others and internalize parental
norms; however, children with Insecure attachments may be less empathic and less likely
to internalize parental norms (Gray, 2002). Moreover, a parent that uses authoritarian
control combined with treats of the withdrawal of love will likely facilitate the child‟s
compliance (Santrock, 2008), but will inhibit moral internalization (Izendoorn, 1997).
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Children with attachment difficulties have been reported to exhibit behaviors that
prove problematic for the parent, the child, and society as a whole (Randolph, 2000).
According to Randolph, children with attachment difficulties resulting from Avoidant,
Anxious, Ambivalent, or Disorganized attachment formation may exhibit the following
behaviors: 1) superficially and engaging; charming behavior, 2) indiscriminately
affectionate behavior with strangers; 3) destructive to self, others, and possessions; 4)
developmental lags; 5) lack of eye contact; 6) lack of demonstrative behavior with
caregivers; 7) cruelty to animals, siblings or others; 8) lack of cause and effect thinking;
9) poor peer relationships; 10) inappropriately demanding or clinging; 11) engaging in
stealing or lying behavior,;12) lack of age appropriate-guilt; 13) engaging in persistent
nonsense questions, incessant chatter, or arguing; 14) abnormal speech patterns; 15) poor
impulse control; 16) controlling behavior; 17) does not learn from consequences; 18)
makes false accusations; 19) will not allow caregivers to comfort him or her; 20) sneaks
things, even though he or she could have them if he or she had asked; 21) can‟t keep
friends for more than a week; 22) throws tantrums; 23) accident prone; 24) doesn‟t do
well in school, but could do well if he or she put forth effort; 25) sets fires or is
preoccupied with fire; 26) prefers violent shows or movies; 27) engages in hording or
gorging on food; 28) engages in risk taking behavior; 29) repressed rage; and 30) high
pain tolerance.
Summary of Attachment Literature
According to Attachment Theory, attachment is established based on the
interactions between a child and their primary caretaker (Bowlby, 1969). The quality of
the attachment is further established based on the characteristics of the parent and child as
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both the child and the caregiver influence the attachment process. The child‟s
temperament and level of irritability are direct contributors to the attachment progression.
Characteristics of the parent, including substance abuse, intellectual capacity, behavioral
patterns, and their own attachment issues also have a direct impact on the quality of the
attachment relationship (Brisch, 2002).
Deprivation of attachment leads to a wide range of anti-social and developmental
difficulties and attachment security is the basis for understanding a child‟s risk for the
development of maladaption and psychopathology (Main, 1996). Variations in parental
interactions with the child lead to differences in attachment security, i.e., when a
caregiver is non-responsive, the child will develop an Avoidant attachment and when the
parent is inconsistent or unreliable care giving leads to Ambivalent, Resistant, and
Disorganized attachments (Ainsworth, Blehar, Waters, & Wall, 1978).
Social influences and life events impact attachment as well (Levy & Orlans,
1998). The home environment, exposure to violence and maltreatment, the social support
system available to the parent as well as the quality or lack of a martial relationship all
contribute to the child‟s ability to attach to his or her caregiver (Gray, 2002). Life events
such as divorce, illness, relocation, death, trauma, and removal from the family of origin
may affect attachment as well. Furthermore, even secure attachments can change to
insecure attachments based on life events (Brisch, 2002). What happens to a child when
attachment difficulties are exacerbated by the social contact in which they live?
Children in Foster Care
In 2006, approximately 905,000 children were victims of child abuse or neglect in
the United States and 510,000 of those children were placed in the child welfare system‟s
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foster care program (United States Department of Health and Human Services, Children‟s
Bureau, 2008). The placement of children in foster care is typically a result of child abuse
and neglect and children from low socio-economic and single parent families are most
often at risk (Palmer, 1996). Although the child welfare system emphasizes preventing
children from entering the foster care system and maintaining familial relationships when
possible, many children will spend a substantial portion of their childhood in foster care
(Mason et al., 2003). According to the Adoption and Foster Care Analysis and Reporting
System Report of 2008, 22 percent of the above mentioned children had been in foster
care for one to two years, 12 per cent had been in care for two to three years, 11 per cent
had been in care for three to four years, and 13 percent had been in care for five years or
more (United States Department of Health and Human Services, 2008). Involvement in
the child welfare system and placement in foster care has the potential to dramatically
impact a child‟s outcome.
Few empirical studies exist that have examined the factors associated with the
outcomes of children placed in foster care (Mason et al., 2003). Findings from the
existing studies offer mixed results in effect, some studies indicate that children in foster
care show improvements in health, emotional adjustment, behavioral functioning, and in
school performance as a result of their involvement in foster care (Behalf & Wade, 1996;
George, Wulczyn, & Fanshel, 1994). Other studies offer an entirely different picture, in

effect, that foster children are at greater risk for mental health disorders, involvement in
the criminal justice system and for employment difficulties (Atkinson & Zucker, 1997;
Minde, 2003). Involvement in the foster care system alone imposes further vulnerabilities

upon the child including physical, social, and emotional difficulties that can result from
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disrupted attachments (Silver, Amster, & Haecker, 1999). Understanding foster children
from an attachment perspective is critical if social service agencies and mental health
professionals are to meet their needs and facilitate positive outcome.
Foster Children and Attachment
It is likely that children who have been placed in foster care have experienced
attachment disruption to some degree. The physical removal from one‟s family of origin
is significant and further complicated by the factors that precipitated the removal such as
abuse, neglect, and exposure to parental substance abuse. In an attempt to determine the
association of maltreatment and attachment style, Egeland and Sroufe (1981) conducted a
study with very young children using Ainsworth‟s “Strange Situation”. Thirty-one
extremely abused and or neglected children who had inadequate care were assessed at 12
months and 18 months and compared with 33 infants from the same low socioeconomic
status that had a history of excellent care. At the 12- month assessment, the extremely
abused and neglected children were less secure than the children who had received
excellent care (n = 64; p = .008). However, at the 18th month no significant difference
was reported between the two groups in regard to attachment (n=64; p = .29).
Attachment of the group associated with excellent care was stable throughout the
assessment period (Egeland & Sroufe, 1981). The children in the inadequate care group
who had experienced extreme abuse and neglect had a significantly greater change in
attachment (n = 64; p < .05) and had moved into the securely attached range. It was
determined that the resulting secure attachments of the inadequate care group were not
related to the type of social services this group received or to the duration of those
services. Changes in attachment status appeared to be related to a supportive family
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member within the family structure, a decrease in chaotic lifestyle, and the resiliency of
certain infants.
A subsequent study conducted by Lamb et al. (1985) supported the finding of
Egeland and Sroufe (1981). Thirty- two abused and or neglected children and their
biological or foster parents were assessed using the strange situation. The children were
all from low socioeconomic backgrounds and were referred by Child Protective Services.
They included those who were abused by one or more of their parents and those who had
been abused by someone other than a parent. The maltreated group of children was
compared to children from similar backgrounds that lived with one or both biological
parents and had no history of abuse or neglect. Individuals who were not familiar with the
children or their status rated the video tapes of the “Strange Situation” and coded all
responses utilizing Ainsworth‟s attachment security classification.
Results indicated that most of the maltreated children exhibited InsecureAvoidant attachment styles which occurred whether or not the child was living with their
biological parent or were living in foster care (Lamb et al., 1985). Additional results
indicated that seven out of the nine children who were abused by someone other than a
parent exhibited secure attachment style. This finding suggests that despite maltreatment
by others, a child can develop a Secure attachment if the parent exhibits attachment
behavior towards the child. Of further interest is the finding that there was no relationship
between attachment styles and the frequency or length of placement in foster care. Nor
were there significant differences related to the type of maltreatment experienced by the
child or the age of the child.
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In an attempt to examine the outcome of children placed in foster care, Fein,
Maluccio, Hamilton and Ward (1983) conducted a longitudinal study of 187 children
who had been discharged from foster care after at least a 30 day period of time. Fiftythree percent of the children involved in the study had been returned to their family of
origin, while others were adopted, living with relatives in kinship placements, or were
placed in foster-adopt homes. Data were collected through case histories and through
extensive interviews with parents, relatives and foster parents. Measures of family
adjustment, emotional and developmental functioning, overall behavior, and school
performance were compared to the age of the child and the type of home the child lived
in using a multiple regression analysis. Results indicated that most of the 187 children
who had been in foster care were doing adequately or moderately well in all areas after
being placed in their permanent homes.
Marcus (1991) attempted to determine the attachment style of children in foster
care and the relationship between children‟s level of attachment and their adjustment to
the foster care system. Marcus used the Achenbach Child Behavior Checklist, the Parent
Child Reunion Inventory and foster care worker‟s perceptions of the child‟s emotional
attachment to biological and foster parents to determine the child‟s attachment style. The
Interpersonal Reactivity Index was used to measure the child‟s ability to be empathic to
others. The .01 alpha level was employed to yield a significant correlation between the
foster child‟s achievement problems and attachment to the foster mother and with
physical affection demonstrated by the foster father. Internalizing behavior was
correlated to the quality of attachment to both the foster mother and foster father with
externalizing behavior being moderately associated with insecure attachment to the foster
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mother and foster father. A one-way ANOVA was used to assess the foster care worker‟s
perceptions of the child‟s emotional attachment to the biological parents and foster
parents. Findings indicated that the foster children were least attached to their biological
fathers and were significantly attached to their biological and foster mothers, though
more attached to their foster parents than to their biological parents. In addition, the
longer the child was in foster placement, the greater the attachment to the foster parents.
No correlation was found to exist between the age of the child and their attachment to the
foster parents. However, the longer the child was in foster care, the less attached they
became to their biological mothers and the more attached they became to their biological
fathers, although participants had little contact with their fathers. The authors suggested
that the child‟s view of the biological father became more idealized with time in foster
care and with the diminishing attachment to the biological mother (Marcus, 1991).
In summary, research studies that measure issues related to attachment and foster
children are limited and dated. In addition, the available research is further restricted by
inconsistent definitions of attachment and limitations in research designed based on the
use of non-standardized assessment instruments (Klassen, 2000). Nevertheless, the
information provided by available studies offers some insight into the attachment styles
of foster children, their ability to form attachments with biological and foster parents, and
factors that influence such attachments. How does a child that has been deprived of
healthy attachment experiences learn to develop such a connection?
Attachment Interventions
Professionals within the mental health, child welfare, school, and court systems
are increasing becoming aware of the vast role that attachment plays in the lives of
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children and society as a whole (Brazeale, 2001). The increase of children with severe
attachment problems has been characterized as a societal concern that should garner our
immediate attention (Parker & Forrest, 1993). Even the most dedicated parents and foster
parents often find it difficult to parent children with attachment issues (Gray, 2000).
DSM IV – TR Classification
Attachment difficulties present themselves on a continuum between mild to
severe. Only Reactive Attachment Disorder (RAD) of infancy or early childhood is
associated with pathology in attachment and is reserved for the most severe cases (Boris,
2005). According to the Diagnostic and Statistical Manual of Mental Disorders, Fourth
Edition- Text Revision (DSM IV- TR) (American Psychiatric Association, 2000), RAD is
defined as “a pattern of disturbed and developmentally inappropriate social relationships
that present prior to age five, a history of pathogenic care that occurs before the
presentation of the disturbances, and the assumption that the disturbances are not better
accounted for by other diagnoses” (p. 130).
Two subtypes of RAD are also listed in the DSM IV - TR, the Inhibited type and
Disinhibited type. A pattern of the Inhibited type of RAD may occur when children do
not receive needed comfort and support from their primary attachment figures (Hardy,
2007). Because the child expects to be rejected, they may be awkward in social settings,
avoid social contact, may be withdrawn and avoid comforting support from others
(Hardy, 2007). A pattern of the Disinhibited type of RAD may occur when children have
an unresponsive caregiver who can be coerced into providing needed affection (Haugaard
& Hazan, 2004). As a result, the child learns to exhibit such behaviors as an exaggerated
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need for assistance, inappropriate childishness, comfort seeking from strangers, and
inappropriate familiarity.
RAD is not conceptualized as a relationship specific disorder, rather as a disorder
of relatedness that occurs within the child and that is expressed across all relationships
(Luby, 2006). The RAD diagnosis appears most applicable to young children and its
appearance in older children and adolescents can be mistaken for other disorders
(Zilberstein, 2006). Data concerning the prevalence of RAD are limited; however,
existing data suggest that the frequency of RAD is less than one percent (Boris, 2005).
Although the prevalence of RAD is unknown, Zeanah et al. (2004) identified the
incidence of RAD among high-risk toddlers in foster care to be between 38 and 40%.
Interventions
Theories that explore the etiology of attachment difficulties include the absence of
a primary attachment relationship (Bowlby, 1969), maltreatment (Levy & Orlans, 1998),
characteristics of the child or the parent (Brisch, 2002), social events (Gray, 2002),
genetic factors (Ijzendoorn, 1997), and life events (Gray, 2002). An important question in
research pertaining to attachment intervention is: “What works for whom”, as there is
little support for one treatment modality that works for everyone (Eagle, 1994). Two
common approaches to treating children and families affected by attachment difficulties
include psychoeducational treatment and psychotherapy. The focus of psychoeducational
treatment is to increase parent‟s knowledge of child development, facilitate relationship
development between the parent and child, and to teach coping and self-care skills
(Cornell & Hamrin, 2008). The underlying assumption is that improved relationships
between the parent and child will result when parents are presented with educational

54

information and support. Psychotherapy as a treatment modality focuses on improving
the attachment relationship between the parent and child by changing maladaptive
internal representations (Cornell & Hamrin, 2008).
Psychoeducational Treatment
Psychoeducational treatment for attachment issues may involve the parent directly
and the child indirectly, however, some programs included both the parent and the child.
Psychoeducational treatment is conducted by a therapist who trains parents in basic child
development, parenting skills such as soothing behavior, responding to the child‟s social
cues, engaging a withdrawn child, and reciprocating the child‟s overtures of engagement
(Carmen, 1994). Interventions may be focused around child management strategies or
education of the child‟s difficulties so that parents or caregivers do not personalize the
child‟s negative behaviors (Pearce and Pezzot-Pearce, 2002).
Mukkades, Kaynak, Kinali, Besikci, & Issever (2004) conducted a short term
psychoeducational intervention with children diagnosed with Reactive Attachment
Disorder and autism and their parents in an attempt to enhance attachment relationships,
improve social interaction, self-care, language and cognition, and fine and gross motor
skills. Three months of weekly interventions incorporated didactic and experiential
activities to enhance interaction between parent and child and to improve communication.
In addition, the parents were trained in effective parenting and educated regarding their
child‟s diagnosis. Findings of this study indicated that the children diagnosed with
reactive attachment disorder showed significant improvement in all areas as opposed to
the children diagnosed with autism. In addition, the authors indicated that parents were
reported to be highly motivated to use the new skills developed from this intervention.
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Mukkades, Bilge, Alyanak, and Kora (2000) also implemented a research study
with 15 parents of toddlers that had been diagnosed with RAD. The parents involved in
this study were upper-middle class, two-parent nuclear families living in Istanbul with no
history of abuse. All of the mothers in the study were reported to be depressed and
reported that their children watched television for an average of seven hours per day. In a
three-month parenting program, parents were trained in strategies for managing
behavioral problems in an age appropriate manner. In addition, this intervention helped
parents to engage in self-care, including coping with guilt, limiting the amount of
television their children watched, and initiating language training. A semi-structured
interview and observations of the parent- child relationship was used to determine the
current attachment relationship and subsequent improvements. Following the three month
parenting program, a significant increase in behaviors associated with attachment was
noted, including an improvement in eye-contact, social interest, and reciprocity of
affection between parent and child. This study is especially noteworthy as is challenges
the assumptions frequently held regarding the type of family that is at risk for attachment
difficulty.
Psychoeducational interventions have proven effective as a means for
precipitating attachment relationships between parents and their children. Psychotherapy
offers another option for the treatment of attachment difficulties with a change in
attachment status the outcome goal of such interventions (Eagle, 1994).
Psychotherapeutic Intervention
The research literature reports much ambiguity regarding the effectiveness of the
various attachment therapies. O'Connor and Zeanah (2003) indicated the following,
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“Despite more than 20 years since the establishment of disorders of attachment, there is
still no consensual definition or assessment strategy, nor are there established guidelines
for treatment or management” (p. 241). Furthermore, some attachment interventions,
such as Attachment Therapy, are considered controversial and even dangerous (Mercer,
2003). Interventions to address attachment difficulties in children may differ depending
on the age of the child, whether or not the child is institutionalized, in a foster home, in a
foster adopt home, or returning to their family of origin. Effective intervention is further
complicated by confusion regarding the connection between attachment security and
other non-attachment co-morbid disorders (Hardy, 2007). Currently, treatment for
attachment related issues and resulting behaviors is focused in the following areas: 1)
enhancing current attachment relationships; 2) creating new attachment relationships; and
3) reducing problematic symptoms and behaviors (Hardy, 2007).
Hanson and Spratt (2000) identified attachment strategies that were helpful with
creating attachment relationships with abused children. Cognitive Behavioral Therapy
was identified as a strategy for managing symptoms associated with mood along with
behavioral modification to address problematic behavior. Social support coaching to
improve social relationships and self-efficacy and self-esteem enhancement was also
included in this approach to attachment intervention.
Berlin (2001) described a therapeutic milieu approach to treating children with
attachment difficulties that had been institutionalized. In this approach, children were
encouraged to develop an attachment relationship with a milieu staff member by staying
in close proximity to the staff member for a two-week period of time. Through the
relationship that developed between the child and the staff member, the child learned to
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meet milieu expectations and to regulate their behavior. As a result, the child earned
freedoms and was given responsibilities. Individual and family therapy interventions
were concurrent with milieu treatment to maximize outcome.
Play Therapy enactment of attachment issues is a treatment modality for young
children that is reported to help enhance current attachment relationships, assists in
creating new attachment relationships, and helps to reduce problematic behaviors
(Fairchild, 2006). Play Therapy offers a forum for the child to symbolically represent
their inner world including social relationships (Landreth, 2002). The play therapist that
utilizes this intervention assists the child by focusing on attachment related themes that
emerge in the course of play therapy (Fairchild, 2006). The Attachment Story Completion
Task, the MacArthur Story Stem Battery, and the Manchester Child Attachment Story
Task are the three primary play based narrative approaches and include story-telling tasks
whereby the children use therapeutic toys to address issues related to attachment
(Fairchild, 2006). Helping the child develop a healthy attachment relationship with the
play therapist is also viewed as a part of the psychotherapeutic approach to treating
children with attachment issues (Haugaard & Hazan, 2004).
According to Klassen (2006) and Slade (1999) no comprehensive approach to
attachment intervention exists. Rather, attachment intervention strategies are often
idiosyncratic, undeveloped, controversial, and leave the efficacy of the intervention in
question (Slade, 1999). According to Slade, “an understanding of the nature and
dynamics of attachment informs rather than defines intervention and clinical thinking”
(p.577). When traditional attachment interventions do not appear helpful, parents and
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caregivers may seek assistance from fringe therapies, which are considered controversial,
and even dangerous (Mercer, Sarner, & Rosa, 2003).
“Fringe therapy” is defined as an intervention that is presented outside of the
boundaries of psychology and medicine (Mercer, Sarner, & Rosa, 2003). This type of
treatment is typically not covered by insurance, not used in public hospitals or clinics, is
not taught by accredited university programs and is rejected by most credentialed mental
health professionals and medical practitioners. In addition, fringe therapies could be
considered invalid treatment as they are not substantiated by empirical evidence but
emerge in the form of anecdotal experiences of the therapist (Boris, 2005).
Attachment Therapy is a “fringe therapy” intervention that has become
increasingly popular. The following principles are the foundation of attachment therapy:
1) the child suffers from the inability to connect with his or her caregivers; 2) the child
will be able to recapture emotional connections with the caregiver by regressing to an
earlier stage of development which will lead to a positive outcome; 3) the child must
release his or her anger and rage for emotional release and attachment to occur; and 4)
overt demonstrations of affection and obedience are evidence of attachment (Mercer,
Sarner, & Rosa, 2003; Chaffin et al., 2004). Attachment Therapy utilizes holding
techniques and rebirthing experiences to facilitate attachment (Zilberstein, 2006).
Reenactment of birthing process includes the child being wrapped tightly in a blanket to
mimic the birthing experience while the adult presses against the child in an attempt to
simulate contractions that occur in labor (Mercer, Sarner, & Rosa, 2003). The child is
tasked with attempting to wiggle their way out of the blanket through a small hole in the
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top and to emerge from the rebirthing experience as an emotionally attached child that is
committed to a relationship with his or her caregiver (Mercer, Sarner, & Rosa, 2003).
Parenting techniques are also included in the Attachment Therapy intervention
(Chaffin et al., 2004.). Parents are taught such behaviors as withholding food, demanding
that the child engage in labor intensive work, shouting at the child to get their compliance
or attention, threatening the child with abandonment, and forcing the child to maintain
physical postures (such as holding the arms over the head) for long periods of time with
the aim of breaking down the child‟s defenses. When the child complies with the parental
request, comfort and support is provided (Zilberstein, 2006). In addition, education is
treated as a privilege and not a right and the child is expected to behave in order to attend
school, consequently, the child is in danger of becoming educationally disadvantaged
(Mercer, Sarner, & Rosa, 2003).
To date, Attachment Therapy can be credited with the death of at least four
children (Zilberstein, 2006). Candace Newmaker, a 10-year- old girl, died in 2000 in
Colorado during the course of an Attachment Therapy intervention when she suffocated
while tightly wrapped in a sheet (Chaffin et al., 2004). Krystal Tibbets, a four-year-old
child, died in Utah in 1996 during the course of Attachment Therapy treatment
administered by her father, as did 2-year-old David Polreis, an adopted child from Russia
who was being treated by Attachment Therapy practitioners (Mercer, Sarner, & Rosa,
2003). Cassandra Killpack died in 2002 in Utah under circumstances related to
Attachment Therapy as in a paradoxical intervention, she was forced to drink large
quantities of water because she had gotten a drink of water without asking for permission
(Mercer, Sarner, & Rosa, 2003).
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Many practitioners within professional and research communities view Fringe
therapies, such as Attachment Therapy, as both physically and psychologically risky to
the child who is exposed to such treatment and do not advocate the use of such
interventions (Chaffin et al., 2004). In further support of this stance is the limited
empirical evidence to support the use of such controversial techniques (Chaffin et al.,
2004; Mercer, Sarner, & Rosa, 2003).
Attachment research focuses on the relationship of specific behaviors the child
engages in with the primary caregiver (Nilsen, 2003). Typically, foster or adoptive
parents and the child welfare system view attachment as the child‟s current behavior,
regardless of the relationship context in which these behaviors occur. As a result, any
behavior or relationship the child exhibits may be viewed as an attachment problem
(Nilsen, 2003). When foster and adoptive parents are taught about attachment through
the child welfare system utilizing this behavioral theme rather than empirical literature,
the foster parent seeks treatment for the behavioral issues and true attachment disorders
remain untreated (Nilsen, 2003). A lack of validated instruments and empirically founded
treatments for children with attachment problems further exacerbates the problem of
providing effective treatment interventions (Klassen, 2000). Consequently, those
behaviors that have a known treatment model come into focus (Nilsen, 2003).
Conceptualizing the factors and processes that lead to difficulties in treating
attachment issues could be helpful to foster children. According to Pearce and PezzotPearce (2002), the factors from Attachment Theory that interact together to form
developmental difficulties are identified as Internal Working Models (IWM) and
Interpersonal Schemata (IS). The IWM refers to mental representations the child begins
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to develop based on interactions with their primary care giver (Bowlby, 1969). IS refers
to expectations the child experiences in response to the way her or she is responded to by
others, can refer to a wide range of relational patterns, and is not tied solely to care giving
and receiving (Pearce & Pezzot-Pearce, 2002). Foster children are at risk for developing
negative IWM and IS that can carry over into the foster relationship. Foster children who
have developed negative IWM‟s and IS‟s may generalize these negative expectations of
others and self to new situations resulting in maladaptive behavior (McAuley, 1996).
When foster parents have difficulty with these maladaptive behaviors, their relationships
with the child may deteriorate, exacerbating negative expectations, leading to further
dysfunction and even a disruption in the foster placement (McAuley, 1996).
To maximize the effectiveness of any treatment that seeks to address attachment
issues, a family practice model of intervention should be incorporated to include the
foster parents in treatment, as the efficacy of treatment is increased when the therapist
works in conjunction with other people who care for the child (Pearce and Pezzot-Pearce,
2002). In addition, the attachment intervention should target the quality of the existing
relationship between a foster parent and foster child by focusing on improving this
relationship (Liberman, 2003). Improving the foster parent‟s perception of the child as
well as helping them to develop appropriate parenting strategies will improve the
emotional health of the foster child (Liberman, 2002).
Summary
Because the research literature reports ambiguity regarding the efficacy of the
various attachment therapies, it is important to continue to consider viable options. Filial
Therapy may be one such option. Filial Therapy addresses the etiological and treatment
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issues referred to in the attachment literature such as improving empathy, addressing the
child‟s problematic behavior, changing the parent‟s behavior and providing a forum for
support and the development of interpersonal skills (Bratton & Landreth, 2006). In
addition, Filial Therapy is a treatment modality that has been proven effective under
various conditions and with a variety of populations (Bratton et al., 2005). As previously
mentioned, no empirical literature was found that attempts to determine the efficacy of
this intervention in regards to attachment, which adds credibility to the need for research
in this area. It is logical to believe that this intervention is worth considering as a
therapeutic intervention to diminish behaviors associated with attachment difficulties in
foster children with disrupted attachments, which is the focus of this research. Chapter 3
will provide an overview of the research methods used throughout this study.
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CHAPTER THREE
Methods
Foster children are increasingly being diagnosed and treated for behaviors that are
associated with attachment disruption and related difficulties (Eagle, 1994). Slade (1999)
reported that few comprehensive approaches to attachment interventions exist. This study
sought to determine if Child Parent Relationship Therapy was an effective approach to
attachment intervention and investigated the effects of CPRT on the observed behaviors
of foster children with attachment difficulties. Chapter three provides an overview of the
research methods utilized in this study and includes variables, research questions,
hypotheses, participants, instrumentation and procedures.
The treatment in this investigation was the 5-week CPRT program. The dependent
variable in this study is the children‟s behavior associated with attachment difficulty as
defined by the Randolph Attachment Disorder Questionnaire (RADQ). The independent
variables include the following: (1) the age of the foster child, (2) the gender of the foster
child, and (3) the number of foster home placements that the child has experienced. This
study sought to provide answers to the following research question: How will
participation in CPRT affect the observed behaviors exhibited by foster children with
attachment problems?
Instrumentation
Behaviors associated with attachment difficulty in children ages two to eighteen
can be measured by using the Randolph Attachment Disorder Questionnaire instrument
(Randolph, 2000). The RADQ is a 30-item inventory that examines behaviors associated
with attachment difficulty assessing five factors: 1) asocial behaviors; 2) social
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behaviors; 3) delinquent behaviors; 4) antisocial behaviors; and 5) controlling behaviors.
A five-point rating scale has been used to represent the participant‟s perception of the
child‟s behaviors and or traits. A score of one would indicate “rarely”, less than 10% of
the time; a score of two would indicate “occasionally”, about 25% of the time; a score of
three signify “sometimes”, about 50% if the time; a score of four represents “often”, 75%
of the time; and a score of five represents “usually”, 90% of the time. The instrument is
scored by adding a cumulative score minus 30 points to establish the level of attachment
disorder. A score of 65–75 indicates a mild form of attachment difficulty associated with
an avoidant or anxious sub-type of attachment difficulty; a score of 76–89 indicates a
moderate degree of attachment difficulty; and a score of 90 and above indicates severe
attachment difficulty and would be associated with an Ambivalent sub-type of attachment
difficulty.
The Attachment Symptoms Checklist (ASCL) that was used for over 20 years in a
residential program known as the Attachment Center in Evergreen, Colorado was the
predecessor to the RADQ (Fairchild, 2000). This check-list included commonly observed
behaviors that children with attachment problems typically exhibit. The scale was
developed through a pilot study (N=80) that utilized a 40-item attachment system
checklist with children who had no clinical diagnosis or with Attachment Disorder, or
Conduct Disorder (Fairchild, 2000). The ASCL was revised into a 30 item inventory that
became the Attachment Disorder Questionnaire Revised (ADQ-R) (Randolph, 2000).
This inventory was then studied with a different group of children who had a history of
maltreatment, a diagnosis of Attachment Disorder, and neither a history of maltreatment,
nor Attachment Disorder or who were never involvement in therapeutic services
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(Fairchild, 2000). The final revision of the ADQ-R resulted in the development of the
RADQ. The RADQ was the most appropriate published assessment tool for the targeted
population of this study.
The RADQ is a published instrument (Fairchild, 2006; Randolph, 2000) with
reliability shown by test–retest correlation coefficients of .82 for the Attachment Disorder
group, and .85 for the non-clinical group were reported regarding reliability. Cronbach‟s
alpha for internal consistency measures for the Attachment Disorder group were .84; .81
was indicated for the maltreated group, establishing internal consistency for the RADQ
(Randolph, 2000). Construct validity was determined by correlating scores on the RADQ
with sub-scales of three other published instruments. The Personality Inventory for
Children (PIC), indicated two subscales out of six were statistically significant including
delinquency (r = .48, p<.001). The Child Behavior Checklist (CBCL) yielded two out of
eight statistically significant subscales including delinquent behavior, r = .36, p<.01, and
the Millon Adolescent Personality Inventory (MAPI) indicated that one subscale out of
12 was statistically significant, personal esteem, r = .37, p<.01 (Randolph, 1997). The
correlation between the RADQ and these three standardized instruments was determined
through a pre- and post-treatment of clients at the Evergreen Attachment Center
(Fairchild, 2006). A replication study by Myeroff, Mertlich & Gross (1999) corroborated
the effectiveness of this assessment instrument.
For the purpose of this research study, the RADQ instrument measure was in no
way used to diagnose an attachment disorder; rather, it was used to assess the extent to
which CPRT or participation in a support group precipitated changes in problematic
attachment behaviors. According to Fairchild (2000) and Randolph (2000), this
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instrument should never be used solely for the sake of attachment diagnosis; rather, the
use of other psychological testing measures and an assessment history should be included
in any diagnosis process. Instead, the RADQ was utilized to attempt to answer the
following questions.
Research Questions
Research Question 1: Will the quasi-experimental group score significantly lower (p<
.05) on the total RADQ score of behaviors associated with attachment difficulty
when compared to the total RADQ score of the control group subsequent to the
CPRT intervention?
Hypothesis 1: There will be no significant difference in the quasi-experimental group‟s
change in total RADQ score of behaviors associated with attachment difficulty
when compared to the change in the total RADQ scores of the control group.
Research Question 2: Will the quasi-experimental group score significantly lower (p<
.05) on the subscales of the RADQ score of behaviors associated with attachment
difficulty when compared to the subscales of the RADQ scores of the control
group subsequent to the CPRT intervention?
Hypothesis 2: There will be no significant difference on the quasi-experimental group‟s
subscale scores of behaviors associated with attachment difficulty when compared
to the subscale scores of the control group.
Research Question 3: Will the age of the foster child influence the behaviors associated
with attachment difficulties?
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Hypothesis 3: The mean score of behaviors on the RADQ associated with attachment
difficulties exhibited by older children will not differ from the mean score of
behaviors on the RADQ exhibited by younger children.
Research Question 4: Will the gender of the foster child influence the behaviors
associated with attachment difficulties?
Hypothesis 4: The mean score of behaviors on the RADQ associated with attachment
difficulties exhibited by male foster children will not differ from the mean posttest score of behaviors on the RADQ exhibited by female foster children.
Research Question 5: Will the number of foster home placements experienced by the
foster child influence behaviors on the RADQ associated with attachment
difficulties?
Hypothesis 5: The mean RADQ scores of foster children who have experienced multiple
foster placements (more than one) will be equal to the mean RADQ scores of
children who have experienced one placement.
Participants
Foster children who have been placed in care may have experienced abuse,
neglect, deprivation, parental substance abuse, or abandonment, all of which may result
in attachment disruption. Consequently, it is believed that children in foster placement
will exhibit behaviors associated with attachment difficulties, and foster parents must
manage the challenges presented by these behaviors. Foster parents and foster children
from the East Tennessee area were recruited to participate in this study. The primary
participants in this study were foster parents although the foster children were indirect
participants. Because foster children are wards of the state, the investigator sought
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permission from the State of Tennessee for permission for foster children to be indirect
participants in this research study (Appendix A). The investigator recruited participants
through contacts made with the Department of Children Services (DCS) Foster Services
Program, and the Knox County Foster Parent Association. Caseworkers from Knox
County DCS provided information about the training and support groups to all foster
parents within their jurisdiction (Appendix B & Appendix C). The Knox County Foster
Parent Association announced the training and support groups in their monthly meetings.
Foster parents who were interested in participating in this research study were
required to meet the following criteria: 1) the foster parent was able to read and write on
the 6th grade level as evidenced by his or her ability to complete the initial assessment; 2)
the foster parent was willing to commit to the 5-Session Filial Therapy format or the 5Session Foster Parent Support Group; 3) the foster parent was willing to commit to two
thirty minute play sessions each week with his or her foster child during the training
session (quasi-experimental group only); 4) the foster child had consent from the state to
participate in the study; 5) the foster parent gave their informed consent to participate in
the study; 6) the foster child was between the ages of two and nine years of age; 7) the
foster child was able to engage in representational play (quasi-experimental group only);
8) the intake process indicated that the foster parent was an appropriate candidate for
CPRT (as evidenced by minimal emotional distress; able to focus on the needs of the
foster child); and 9) the intake process indicated that the foster child was an appropriate
candidates for CPRT (foster parent indicated that he or she was able to cope with the
emotional difficulties and behaviors exhibited by the foster child).
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There were clinical factors that precluded the foster parent and foster child from
participation in the CPRT intervention. These factors included foster parents who were
experiencing emotional distress to the point that they were unable to focus on the needs
of the foster child and emotional difficulties or behaviors exhibited by the foster child
that were too extensive for the foster parent‟s capabilities as indicated by the foster
parent‟s self-report (Landreth & Bratton, 2006). None of the participants who sought
participation in this research study were precluded based on the above mentioned criteria.
Procedures
This investigation was conducted by a Licensed Professional Counselor trained
and experienced in play therapy, Filial Therapy, and CPRT techniques who has over
fifteen years of experience working with foster children and foster families. The
investigator was supervised by University Faculty for the duration of this study. The
investigator supervised the completion of the RADQ by foster parents in both the quasiexperimental and the control groups. In addition, the investigator led the quasi–
experimental group involved in this study using a modified Landreth Child-ParentRelationship Training Model (10-Session Filial Therapy Model) and the control group
which consisted of a support group for foster parents.
During the course of this research, three quasi-experimental groups and two
support groups were conducted in order to acquire the 30 participants needed for the
study (N=30). The investigator experienced significant difficulty in recruiting
participants, perhaps due to the time investment necessary for participation. As a result,
group assignment was made according to non-probability sampling, in particular, the
purposive sampling method as two specific pre-defined groups were being sought for the
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study. The quasi-experimental group was comprised of 11 foster mothers and four foster
fathers who ranged in age from 32 to 60 years. Participants had varying degrees of
experience as a foster parent ranging from six months to 28 years. Foster parents in the
quasi-experimental group were 93% Caucasian and 7% African American. Sixty-six
percent of the foster parents were married, 20% were single, and 14% were widowed.
Fifteen foster children were indirect subjects of the group as each foster parent
was required to have a foster child within the two to nine year age range to be the focus
of the RADQ assessment. Foster children in the quasi-experimental group ranged in age
from two to nine years; nine were male and six were female.
The control group consisted of eight foster mothers who ranged in age from 32 to
70 years of age. All of the foster parents in the control group were female, 100% were
Caucasian, and 100% were married. Fifteen foster children were indirect subjects of the
group as each foster parent was required to have at least one foster child between the ages
of two and nine to be the focus of the RADQ assessment. Three foster mothers had one
foster child involved in the study and five foster mothers had more than one foster child
who participated in the research. The foster children ranged in age from two to eight
years of age; six were male and nine were female. Subsequent to the completion of the
control group, foster parents were given the opportunity to participate in CPRT at a time
that was scheduled after the conclusion of the research data collection.
Two locations were utilized for this research study. A clubhouse of a local
condominium was the site used for two CPRT groups and two support groups and a nondenominational church was the location used for one CPRT group. The investigator was
able to procure the facilities at no charge.
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Foster parents were able to participate in either group at no charge. Additional
benefits were derived when DCS allowed the CPRT group members to receive 15 hours
of yearly mandatory training for their participation in CPRT. Because DCS requires
foster parents to participate in a total of 15 training hours per year, participation in the
quasi-experimental group accounted for the foster parent‟s total yearly training hours.
Support group members where allowed to receive eight hours toward their yearly
mandatory training for participation in the Support group. Members in the CPRT group
received an additional monetary benefit in the form of a $25 stipend that they received
after the third session.
Quasi-Experimental Group
The quasi-experimental group followed the Landreth 10-Session CPRT Filial
Therapy Model and utilized didactic instruction, role-play, demonstration, homework
assignments, and play sessions between parent and child to facilitate a change in
relationships and a change in the child‟s presenting behaviors. This model was adapted
from a 10-Session, one and a half hour per week training program to a 5- Session, three
hours per week training program with documented success (Harris & Landreth, 1997).
Because many foster parents might find it difficult to commit to a 10 week training
program, this study was modified to a Five-session format to facilitate participation in the
intervention and to add to the research literature regarding the effectiveness of the Fivesession design.
The investigator met with each foster parent participant to explain the purpose of
the research, the requirements of CPRT, information pertaining to confidentiality and its
limits, as well as to answer any questions the foster parent may have about the training or
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research. An initial assessment was also conducted by the investigator to ensure that the
foster parent and the foster child were candidates for CPRT (Appendix D). Screening
data from the parent and child‟s background was compiled by the investigator for
appropriateness for the research study based on data obtained from the foster parent
during intake. At the time of intake, the investigator explained the basics of the CPRT
training format and addressed any questions or concerns the foster parent had regarding
the process. Foster parents who agreed to participate in the study completed an informed
consent form (Appendix I).
The investigator presented the CPRT training program to the foster parents using
a psychoeducational model outlined in the CPRT therapist‟s notebook (Appendix F) to
ensure that critical teaching and training elements were incorporated (Landreth &
Bratton, 2006). These training elements included the following: 1) structuring for
success; 2) modeling acceptance; 3) reflective listening and focused attention; 4)
fallibility of the therapist; 5) encouraging parent strengths; 6) utilizing specific
instruction; 7) providing concrete examples; 8) imparting expert knowledge; 9)
encouraging role play and practice skills; 10) using analogies to increase parent
awareness; 11) touching the inner world of the parent; 12) making suggestions for
improvement; 13) identifying what is learned from special playtimes; 14) identifying
shifts or changes in behavior; 15) facilitating insight; and 16) clarifying.
The foster parents in the quasi-experimental group were provided a Handbook for
Parents (Landreth & Bratton, 2006) that served as a detailed guideline for the process
(Appendix G). The foster parents participated in five, three-hour training sessions
whereby they were instructed in the basic skills of CPRT. The foster parent CPRT groups
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met once a week for a total of five weeks. The CPRT sessions followed the methodology
outlined in the Landreth and Bratton (2006) CPRT model.
Training session one.
In the 1st session of CPRT, foster parents introduced themselves, their reasons for
participating in the group, described their families, and identified their foster child of
focus. Confidentiality and methods for maintaining confidentiality in the context of the
research were discussed along with the limits to confidentiality and the investigator‟s role
as a mandatory reporter of suspected child abuse, abuse to the elderly, suicidal ideation,
and homicidal ideation. The investigator gave participants an overview of CPRT and
discussed the trainings objectives, goals, and essential concepts as identified by Landreth
& Bratton (2006). The foster parents were introduced to reflective listening, the “30second burst of attention” technique, and basic play session skills.
The homework assignments for the first session were identified by the
investigator and included practicing reflective responding and the “30-second burst of
attention”. Foster parent were asked to take notes on their successes or challenges with
these new skills. In addition, foster parents were to note a characteristic of their foster
child that they had not noticed before and to bring a favorite picture of their foster child.
Foster parents were asked to begin collecting toys for play sessions and to select a time
and place for them to be held.
Training session two.
Training session two began with a review of the homework. Foster parents
elaborated on successes or challenges experienced when attempting reflective listening
and the “30-second burst of attention” with their foster child. The investigator reviewed
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the play essentials and discussed and demonstrated ways to set up the play space. In
addition, the investigator demonstrated each toy on the play list and its role as a
therapeutic agent in special play time. The investigator further demonstrated the skills to
be used when conducting a play session. Participants viewed a DVD (Landreth, 2002)
that detailed special play time and served to reinforce previously discussed concepts.
Parents were given the opportunity to role-play, taking turns being the parent and the
child. Parents were further instructed in appropriate ways to explain special play time to
their foster child.
The investigator introduced therapeutic limit setting using the ACT format; “A”,
acknowledge the feeling; “C”, communicate the limit; and “T”, target an acceptable
alternative to the behavior. The investigator demonstrated the technique and the foster
parents practiced ACT in role-play. Foster parents were challenged to practice this new
skill with their foster child both outside and within special play time if needed.
The homework assignments for training session- two were discussed and included
completing the selection of toys for special play time and implementing a schedule for
playtime that would be held at the same day, time and place each week for consistency.
Foster parents were reminded to conduct two, thirty-minute play sessions with their foster
child during the coming week. Participants were reminded to read over the handouts in
the parent handbook pertaining to special play time and to read the play session
guidelines prior to the first session. Foster parents were also asked to record notes in the
Parent Play Session Notes section of the Parent Handbook (Landreth & Bratton, 2006)
subsequent to play sessions. Parent notes detailed the following: 1) significant
happenings; 2) play themes; 3) feelings expressed by the foster child; 4) skill the foster
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parent felt most comfortable with; 5) skill that was most challenging to the foster parent;
5) feelings the foster parent experienced during the session,;6) what the foster parent
learned about themselves; 7) what the foster parent learned about their foster child; and 8)
skills the foster parent would like to focus. The foster parents were further asked to
practice ACT therapeutic limit setting in the next week.
Training session three.
In session three, the foster parents reported on the special play time times that
were held the previous week. The participants discussed and processed the concerns and
difficulties that they had experienced when implementing special play time. The
investigator reviewed the homework assignments with the group members including the
play session guidelines, active listening, and therapeutic limit setting. The investigator
introduced and demonstrated the topics of sandwich hugs and kisses, and choice giving.
The group then divided into groups of two to role-play these skills.
Homework assignments for session three were introduced by the investigator and
included the continuation of two play sessions with the foster child during the coming
week to be held on a consistent day at a consistent time and place. Foster parents were
asked to continue to read over the play session guidelines prior to play sessions and to
continue to complete Parent Play Session Notes (Landreth & Bratton, 2006). If the foster
parent had to use therapeutic limit setting in the play session, the parent was asked to
detail its use and to describe how the technique worked. Foster parents were asked to
practice sandwich hugs and kisses and choice giving and to read Choice Giving 101 and
Advanced Choice Giving (Landreth & Bratton, 2006) and Common Problems in Play

76

Sessions (Landreth & Bratton, 2006). Parents were asked to mark the areas in the
handouts that were problematic to them.
Training session four.
Training session four began with a review of the homework and parents reported
on play sessions. The group continued to discuss, demonstrate, and role-play therapeutic
limit setting and choice giving. The investigator introduced, discussed, and demonstrated
Building Your Child’s Self-esteem and Encouragement versus Praise (Landreth &
Bratton, 2006). The group divided into groups of two to role-play and practice these new
skills.
The homework assignments for session four included the continuation of two play
sessions, recording sessions in the Parent Play Session Notes (Landreth & Bratton,
2006). The foster parents were asked to focus on esteem building responses and
encouraging responses during special play time. Foster parents were asked to read Esteem
Giving Responses, Encouragement versus Praise, and Limit Setting Choice (Landreth &
Bratton, 2006) before their next play session. In addition, participants were asked to write
at least one issue that they are struggling with outside of play.
Training session five.
In session five, parents continued to report on play sessions and the investigator
reviewed the homework assignments with the foster parents. Because the fifth session
was the final meeting, the therapist recapped all of the skills learned in training including
the “30-second burst of attention”, active listening, therapeutic limit setting, self-esteem
building responses, and choice giving. The investigator introduced Structured Doll Play
(Landreth & Bratton, 2006) as a way of helping foster children prepare for stressful
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events or events that might cause anxiety. Through structured doll or stuffed animal play,
the foster parents could help the foster child understand what would take place and would
include the foster children in the process.
The foster parents discussed changes that had occurred as a result of their
participation in CPRT. These changes included changes in the foster parents, and changes
in the foster child. In addition, the foster parents discussed their overall experience of the
training. The investigator recommended that foster parents continue special play time
with their foster child for at least six weeks to continue benefits gained through play.
Control Group
An experienced Licensed Professional Counselor, who was also the investigator,
facilitated the control groups that met once a week for five weeks, for one and a half
hours each session. The control groups were presented in a support group format and
were specifically intended to meet the needs of the foster parents. The two support groups
that formed in conjunction with this study were allowed to formulate group goals, and the
investigator facilitated their interaction.
The first group indicated that they wanted to advocate for system change; i.e.,
improvement in the delivery of services to foster parents and foster children on the part of
the Department of Children‟s Services (DCS). Such changes would be beneficial to foster
children and would ensure that foster parents had the support they needed to “do such an
important job”. The group identified the following as their goals: 1) identify ways to
improve communication between DCS and foster parents; 2) identify ways to improve
foster care placement procedures; 3) understand the legal and advocacy issues within
their role as foster parents; 4) advocate for better training and development of foster
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parents; 5) understand better ways to work with birth families; and 6) identify resources
available to foster children and birth families. These goals were the focus of the group‟s
agenda, and members did not deviate from these set objectives.
The second group indicated a desire to avoid discussing systemic issues and
especially DCS. Instead, this group expressed an interest in discussing therapeutic issues
experienced by their foster children. In particular, the group wished to discuss disorders
such as Attention Deficit Hyperactivity Disorder, Bipolar Disorder, Sensory Integration
Disorder, and Reactive Attachment Disorder. They further indicated a desire to discuss
effective ways to handle behavioral problems and other issues, such as medication, and
medication management associated with these diagnoses. These goals remained the focus
of the group‟s discussion throughout the five week session.
Overall, the support groups provided the foster parents with an opportunity to
discuss and process the challenges of being a foster parent with other foster parents who
were experiencing similar challenges and successes. A variety of resources that were
available to foster parents and foster children was discussed including medical
professionals, educational resources, and advocacy issues related to foster children and
training opportunities, financial resources, dealing with the system, and coping strategies
for foster parents. In addition, the support group provided a forum for foster parents to
address and promote quality foster care.
Data Analysis
Following the completion of the 5-Session CPRT interventions and the 5-Week
Foster Parent Support Groups, the foster parents completed a post-test of the Randolph
Attachment Disorder Questionnaire. The pre-test and post-test scores on the RADQ of
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the quasi-experimental group were compared to the pre-test and post-test scores on the
RADQ of the control group using a Repeated Measures ANOVA for research question
number one: Will the quasi-experimental group score significantly lower (p< .05) on the
total RADQ score of behaviors associated with attachment difficulty when compared to
the total RADQ score of the control group subsequent to the CPRT intervention?
To compare the experimental and control group scores on the RADQ subscales, a
MANOVA was applied for research question number two: Will the quasi-experimental
group score significantly lower (p< .05) on the subscales of the RADQ of behaviors
associated with attachment difficulty when compared to the subscales of the RADQ of
the control group subsequent to the CPRT intervention? Because the MANOVA was
significant, individual ANOVA‟s were conducted to determine which subscales differed.
A one-way ANOVA was applied to determine the answer to research question
number three: Will the age of the foster child influence the behaviors associated with
attachment difficulties? A MANOVA was also conducted to determine if there were
differences in the RADQ subscales according to age group.
An Independent sample T-test was conducted to determine the outcome of
research question number four: Will the gender of the foster child influence the behaviors
associated with attachment difficulties; and research question number five: Will the
number of foster home placements experienced by the foster child influence behaviors on
the RADQ associated with attachment difficulties?
Summary
Attachment theory provides a theoretical framework that influenced the design of
this investigation. The pre-test, post-test, quasi-experimental, and control group design
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was chosen as the best format to determine whether or not CPRT will affect the observed
behaviors exhibited by foster children with attachment problems, if the age of the foster
child, the gender of the foster children, or the number of foster placements will influence
the observed behaviors exhibited by foster children with attachment difficulties, and if
CPRT is an affective treatment for foster children with attachment issues. The number of
participants selected to participate in this investigation was determined in order to
facilitate the possibility of generalization of any research findings.
The Randolph Attachment Disorder Questionnaire was selected for this study as it
is a published attachment assessment instrument that measures the attachment behaviors
of children between the ages of two and eighteen years. This age range fit the two to nine
year age range that was the focus of this intervention, which was the primary reason for
its usage. The RADQ is a published instrument with reliability and criterion-referenced,
construct, content, and predictive validity (Randolph, 1997; Fairchild, 2006), and is not
too complicated for use by foster parents who will be completing the assessment.
The CPRT intervention was conducted by a Licensed Professional Counselor who
has over fifteen years of experience working with foster children and foster parents and is
trained in both play therapy and CPRT techniques using a psychoeducational model of
instruction. CPRT was held over a period of five weeks with groups meeting one time per
week, three hours per session, for the five week period. The control group was held over
a period of five week period of time with group members meeting once a week for one
and a half hours per session. Subsequent to the CPRT intervention, pre-test scores of the
RADQ were compared with post-test scores using an Individual T-test, a 2-way Repeated
Measures ANOVA, a MANOVA and individual ANOVA‟s on the subscales of the
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RADQ to determine the efficacy of this intervention for decreasing behaviors associated
with attachment difficulties. Chapter Four presents the results of this research and the
analysis of data.
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CHAPTER FOUR
Results
This chapter presents the results of the data analysis for each hypothesis tested in
the study. The results of this study are presented in the order the hypotheses were tested.
A level of significance of .05 was established as the criteria for retaining or rejecting the
hypotheses.
Hypothesis 1: There will be no significant difference in the quasi-experimental group‟s
change in total RADQ score of behaviors associated with attachment difficulty
when compared to the change in the total RADQ scores of the control group.
A Repeated-Measures ANOVA was conducted to determine if the scores of the quasiexperimental group were significantly different from the scores of the control group in
regard to the total RADQ score of behaviors associated with attachment difficulty. No
significant group interaction was found (p = .492) indicating that improvement in
behaviors associated with attachment difficulty did not differ between the two groups [F
(1,28) = .485, p = .492]. Thus the null hypothesis was retained for Hypothesis 1.
However, the results also indicate that time is significant, therefore regardless of the
group, an improvement in behaviors associated with attachment difficulty did occur over
time [F (1,28) = 4.464, p = .044]. Table 1 represents the pre and post-test scores of the
quasi-experimental group and the control group demonstrating that time is significant but
that there is no significant difference between the experimental and control groups‟ total
RADQ scores. The pre-test means of both groups was 68.43 and post-test means of both
groups was 62.27. Table 2 represents the total aggregate RADQ scores of both the quasiexperimental and the control group.
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Table 1.
Results for the Repeated Measures ANOVA Pre and Post-Test Randolph Attachment
Disorder Questionnaire Scores of the Quasi-Experimental and Control Group
F

df

P

Time

4.464

1,28

.044

Group

3.905

1,28

.058

Time*Group

.485

1,28

.492

Table 2.
Total Aggregate Randolph Attachment Disorder Questionnaire Scores of the
Experimental and Control Group
Mean

Standard Error

Quasi-experimental Group 1

60.733

6.692

2

52.533

6.448

1

76.133

6.692

2

72.000

6.448

Control Group

Note. 1 = Pre-Test. 2 = Post-Test
Hypothesis 2: There will be no significant difference on the quasi-experimental group‟s
subscale scores of behaviors associated with attachment difficulty when compared
to the subscale scores of the control group.
Repeated-Measures ANOVAs were conducted to determine if the subscales of the quasiexperimental group differed in the areas of asocial, social, delinquent, anti-social, or
controlling behaviors when compared to the subscales of the subscales of the control
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group. The results of the Repeated-Measures ANOVAs are in Table 3. The only
significance was an overall group difference for the social subscale (p = .023) indicating
the control group had more social issues both pre-test and post-test (x = 2.606) than the
quasi-experimental group (x = 1.894).
Table 3.
Results for the Repeated-Measures ANOVA for Randolph Attachment Disorder
Questionnaire Subscales
F

df

p

t

1.291

1,28

.265

g

2.264

1,28

.144

t*g

.036

1,28

.85

t

2.171

1,28

.152

g

5.823

1,28

.023

t*g

.462

1,28

.502

t

2.904

1,28

.099

g

2.168

1,28

.152

t*g

.150

1,28

.701

t

1.425

1,28

.243

g

3.473

1,28

.073

tg

.532

1,28

.472

t

3.378

1,28

.077

g

1.928

1,28

.176

tg

.028

1,28

.869

Asocial

Social

Delinquent

Anti-social

Controlling Behaviors

Note. t = time. g = group. tg = time x group.
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Hypothesis 3: The mean score of behaviors on the RADQ associated with attachment
difficulties exhibited by older children will not differ from the mean score of
behaviors on the RADQ exhibited by younger children.
A One-Way ANOVA was performed to determine if the age of the child influenced the
behaviors associated with attachment difficulty as measured by the total RADQ pre-test
score. The results of the One-Way ANOVA are in table 4. There was no significant
difference between the experimental and control groups‟ mean scores on the basis of age
[F (2,27) = 1.454, p = .251]. Therefore the null hypothesis was retained for Hypothesis
3.
Table 4.
Results of the One-Way ANOVA for the Pre-Randolph Attachment Disorder
Questionnaire Total According to Age
df

F

P

Between Groups

2

1.454

.251

Within Groups

27

Total

29

86

A MANOVA was conducted to determine if there were differences in the RADQ
subscales according to age group in regard to asocial, social, delinquent, anti-social or
controlling behaviors. The results of the MANOVA indicated at least one subscale
differed according to age [F (10,46) = 2.099, p = .044], which indicated a significant
finding. Therefore the null hypothesis was rejected for Hypothesis 3. Because of this
significance, individual ANOVAs were run to determine which subscales differed. No
significance was found according to subscales of the RADQ in regard to age group.
Hypothesis 4: The mean score of behaviors on the RADQ associated with attachment
difficulties exhibited by male foster children will not differ from the mean posttest score of behaviors on the RADQ exhibited by female foster children.
An Independent-Sample T-Test was conducted to determine if the total pre-test RADQ
scores of the quasi-experimental group differed from the total pre-test RADQ scores of
the control according to gender. The quasi-experimental group included nine boys and six
girls and the control group consisted of nine girls and six boys. The results of the
Independent Sample T-Test are indicated in Table 5. There were no significant findings
in relation to the total RADQ scores in regard to gender (t (28) = -.074, p = .941);
therefore the null hypothesis was retained for Hypothesis 4. A MANOVA was conducted
to establish whether or not there were subscale differences in regard to asocial, social,
delinquent, anti-social or controlling behaviors in relation to the gender of the child.
There were no significant subscale differences in regard to gender [F (5,24) = 1.118, p =
.378].
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Table 5.
Results of the Independent Samples T- Test According to Gender
Levene‟s Test for
Equality of Variances

Pre-RADQ
Total

Equal variances
assumed

t-test for Equality of Means

F

P value

t

df

P value

.011

.918

-.074

28

.941

Hypothesis 5: The mean RADQ scores of foster children who have experienced multiple
foster placements (more than one) will be equal to the mean RADQ scores of
children who have experienced one placement.
An Independent Sample T-Test was run to determine if the number of foster placements
experienced by the foster child contributed to the total RADQ score of behaviors
associated with attachment difficulty. The results of the Independent Sample T-Test are
indicated in Table 6. There were no significant findings in regard to the post-test RADQ
scores of the quasi-experimental group when compared to the post-test RADQ scores of
the control group in relation to the number of foster placements experienced by the child
(t (.28) = -1.452, p = .158]. Therefore, the null hypothesis was retained for Hypothesis 5.
A MANOVA was conducted to establish whether or not there were subscale differences
in regard to asocial, social, delinquent, anti-social or controlling behaviors in relation to
the number of foster placements experienced by the child. There were no significant
subscale differences in regard to the number of foster placements [F (5,24) = .608, p =
.694).
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Table 6.
Results of the Independent Samples T- Test According to Placements
Levene‟s Test for
Equality of Variances

Pre-RADQ Equal variances
Total
assumed

t-test for Equality of Means

F

P value

t

df

P value

2.552

.121

-1.452

28

.158

Summary
Chapter four presented the results of the data analysis for each hypothesis tested
in the study with a level of significance of .05 established as the criteria for retaining or
rejecting the hypotheses. Hypothesis 1 was retained as there were no significant
differences in the quasi-experimental group‟s total post-test RADQ score of behaviors
associated with attachment difficulty when compared to the total post-test RADQ scores
of the control group. However, time was significant, therefore regardless of the group, an
improvement in behaviors associated with attachment difficulty did occur over time.
Hypothesis two was rejected when a MANOVA indicated that the subscales of
the post-test of the quasi-experimental group indicated an improvement in the areas of
asocial, social, delinquent, anti-social or controlling behaviors when compared to the
subscales of the post-test of the control group. There was a significant overall group
difference in social behaviors with the control group experiencing more problematic
social behaviors than the quasi-experimental group both pre- and post-test. Individual
ANOVAs were run to determine which subscales differed with no statistically significant
findings.
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Hypothesis 3 was retained as there were no significant differences in total RADQ
scores on the basis of the age of the child. A significant difference was found when a
MANOVA was conducted on the subscales, however, the individual ANOVAs found no
significance on the basis of age in regard to the subscales of the RADQ.
Hypothesis 4 was also retained as the post-test RADQ scores of the quasiexperimental group did not differ from the post-test RADQ scores of the control
according to gender. In addition, the null hypothesis was also retained for Hypothesis 5 as
there were no significant findings in regard to the post-test RADQ scores of the quasiexperimental group when compared to the post-test RADQ scores of the control group in
relation to the number of foster placements experienced by the child. Chapter five
discusses the findings of this research and introduces recommendations for future
research.
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CHAPTER FIVE
Discussion
The quantitative results of this study provided outcome data regarding the
efficacy of CPRT in diminishing behaviors associated with attachment difficulty. In
addition, this research provides information regarding the effectiveness of the Fivesession format of CPRT training with foster parents and foster children and the efficacy
of foster parents as therapeutic change agents.
Overall Changes in RADQ Behaviors
As indicated in Table 1, the scores of the quasi-experimental group were not
significantly different from the scores of the control group in regard to the total RADQ
score of behaviors associated with attachment difficulty. However, time was significant
as both groups showed an improvement in behaviors associated with attachment
difficulty over time. The findings of this study may have been influenced by the sample
size that appeared to significantly limit these quantitative findings and contributed to
results that were not statistically significant. It is important to point out that this research
study compared CPRT to an alternative treatment group: a support group. Previous CPRT
and Filial Therapy studies have compared the treatment group to a non-treatment group.
As a result, evaluating CPRT‟s effectiveness at reducing problematic behaviors
associated with attachment difficulties may generate different results if compared to a
non-treatment group. Nevertheless, the fact that foster children benefited from indirect
participation in the control group is significant as helping foster children diminish
behaviors associated with attachment difficulties was the primary focus of the
intervention. One cannot be disappointed that those in the control group also benefited.
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The parenting style of foster parents may have further contributed to a lack of
significance regarding overall changes in problematic behaviors. Two of the foster fathers
in the quasi-experimental group had difficulty relinquishing their authoritarian parenting
style. In order for CPRT to be successful, it is important that foster parents who tend to
utilize an authoritarian parenting style surrender this mode of parenting in favor of an
authoritative approach to parenting (Landreth & Bratton, 2006). Because these foster
parents had difficulty relinquishing control of the play sessions with their foster child and
had a tendency to lead the play, it is unclear if either the foster parent or foster child was
able to benefit from CPRT training.
The Five-session format of the CPRT training, though convenient to foster
parents, may have affected the outcome of this study as foster parents were exposed to a
great deal of information in a short period of time, were required to spend three hours a
week in training and approximately one hour per week with homework assignments, and
were asked to conduct two therapeutic play sessions with their foster children (a total of
six play sessions over a three-week time frame as play sessions did not begin until the 3rd
week of the training). It is also possible that not enough time had elapsed for some of the
participants to observe changes in the child‟s behaviors. It is important to note, however,
that most of the parents did perceive changes in their foster child‟s behaviors as
evidenced by self-report.
Foster parents involved in CPRT training did not always conduct two therapeutic
play sessions with their foster child. In order for CPRT to be most effective, it was
necessary for foster parents to conduct special play time with their foster child on a
weekly basis two times a week for 30 minutes per play time. Because four foster parents
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indicated that they did not initiate play sessions according to this schedule, there was a
potential for outcome variables to be affected adversely.
Differences in Subscale Scores of Overall Changes in RADQ Behaviors
As indicated in Table 2, the only significance in the subscale scores of overall
changes in RADQ behaviors was an overall group difference for the social subscale of
the RADQ in the control group. This indicated that the foster children in the control
group had more social issues in both the pre-test and the post-test than the quasiexperimental group. This finding may have resulted because it appeared that new foster
parents were more attracted to the support group than the quasi-experimental group.
Because new foster parents may be less skilled in dealing with problematic social
behaviors, this may have contributed to the significance of this research finding.
RADQ Scores According to Age of the Child
Table 3 indicated that there was no significant difference between the quasiexperimental and control groups‟ mean scores on the RADQ on the basis of age. The use
of two and three year olds in the study may have impacted the results as this age group
will not have developed some of the problematic behaviors measured by RADQ, in
particular, the delinquent and antisocial behaviors. Of the thirty participants, twelve foster
children were in the two to three year old range, which may have further limited the
statistically significant results of this study.
RADQ Scores According to Gender of the Child
There were no significant findings in relation to the total RADQ scores in regard
to gender. The quasi-experimental group included nine boys and six girls and the control
group consisted of nine girls and six boys, consequently, sample size appears to have

93

influenced findings that were not statistically significant. A larger sample size may have
generated greater likelihood of statistically significant results.
RADQ Scores According to the Number of Placements
As indicated in Table 5, there were no significant findings in regard to the RADQ
scores based on the number of placements experienced by the foster child. A lack of
statistical significance appears to be related to the sample size and the disparity in the
number of placements experienced by the foster children in the sample. In the quasiexperimental group, fourteen foster children had experience one placement and one foster
child had experienced two foster placements. In the control group, five foster children
had experienced one placement, nine foster children had experienced two foster
placements, and one foster child had experienced three foster placements. A larger
sample size may produce a wider range in the number of placements which has the
potential to contribute to results that are statistically significant. In addition, research
question five may have been a more effective question if the length of time in foster care
had been considered instead of the number of placements experienced by the foster child.
The length of time in placement may be a more significant factor to consider and may
affect behaviors associated with attachment difficulty more significantly than the number
of actual placements.
Limitations
Limitations in this research study appeared significant to the outcome of this
research study. One such limitation involved the investigator‟s challenge of obtaining
participants for both the experimental and control groups. Foster parents lead very busy
lives and many individuals who expressed an interest in one group or the other were
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ultimately unable to do so because of the time commitment involved. The quasiexperimental group especially was problematic in regard to time investment as
participants had to commit to a three hour training session once a week for five weeks
and to complete homework assignments that amounted to at least one additional hour per
week. In addition, most foster parents were in need of child care services to make it
feasible for them to attend either group. Because child care was not provided for CPRT or
the Support Group, some foster parents were unable to participate. Two CPRT groups
and one Support Group were conducted at a time when fuel prices were at a premium and
travel cost may have impacted a foster parent‟s ability or inclination to participate.
It was especially difficult for the investigator to obtain participants in the control
group; which appears related to the negative connotation that foster parents associated
with the term “support group”. It is possible that foster parents perceived participation in
such a group as a form of weakness and connected to either mental health issues or an
inability to handle the pressures of being a foster parent, especially in the East Tennessee
geographic region.
The foster parents who did agree to participate in this research study were
interested for a particular reason. Foster parents indicated the following motivations for
participating in the quasi-experimental group: 1) to learn skills to help their foster
children control their behavior; 2) to help themselves be better foster parents; 3) to more
adequately prepare them for the issues they faced as foster parents of disturbed children
or children with special needs; 4) to receive 15 hours of yearly training as mandated by
the state; 5) to meet other foster parents; 6) because their case worker had recommended
it to them; 7) to pursue the particular training that was advertised; 8) to learn something
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new and different; 9) to transfer new skills to their current child care setting; and 10) to
fulfill their hope to adopt their foster children at some point in the future and to be more
bonded/attached to them. The hope of adopting their foster child and the potential for
bonding appeared to be the primary motivations of the foster parents for participating in
CPRT as twelve of the fifteen foster parents hoped to adopt.
Foster parents who participated in the control group indicated that following
motivation for their participation: 1) they wanted to become more proficient foster
parents for the benefit of the their foster children, other family members, the DHS
system, and their community as a whole; 2) they were relatively new foster parents and
hoped to become more familiar with the foster care program and more adapt at navigating
the “system”; 3) they wanted to advocate for improved efficiency within the foster care
program; 4) they had been foster parents for many years and believed they had something
to offer the other members; 5) they had an interest in the social support offered by the
group; 6) they had an interest in discussing issues related to mental health diagnoses that
might affect their foster children; and 7) they wanted to learn strategies to effectively
handle behavioral problems associated with diagnoses.
Some of the participants in both groups appeared interested in the group because
they had access to a therapist who was familiar with issues pertaining to foster parenting
and foster children in general. This presented a boundary issue for the investigator as she
was frequently asked to play the role of therapeutic consultant. Regardless of motive for
participating in either the quasi-experimental group or the control group, the fact that
foster parents had particular interests related to the study may have confounded the
results.
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Another limitation that may have influenced the outcome of this research is the
self-report nature of the CPRT training. The investigator had to accept that the foster
parents in the quasi-experimental group accurately reported their actions in regard to play
sessions and homework assignments. The investigator had to further believe that the
foster parents conducted the CPRT play sessions with their foster children as prescribed
by principles learned during training. Furthermore, the investigator had to presume that
the foster parents accurately portrayed parental strengths and challenges when discussing
them with the investigator and the CPRT group.
The self-report nature of the RADQ instrumentation used in this research may
have also influenced the outcome of the study. Although the RADQ is precise in nature,
it may not capture the subtle shifts in attitudes and perceptions of the foster parent. In
addition, it was expected that the foster parents accurately reported their foster child‟s
behaviors on the RADQ and neither overstated or understated the level of severity of
these behaviors.
The investigator in this study also served at the CPRT trainer; consequently, it is
important to consider the interaction effect of the investigator on the participants. This
concern is related to issues that are intrinsic to socio-behavioral research. Walker, (2002)
emphasized that acceptance of socio-behavioral scientific research requires the
investigator to acknowledge that roles, values, ideologies, and philosophies play a part in
research outcome but that by being cognizant of these variables and by using appropriate
controls, it is still possible to arrive at valid conclusions. Although the investigator
attempted to safe guard against subjective bias by adhering strictly to the research design,
the joint role of researcher and trainer may have impacted the delivery of services and the
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observations made by the investigator as she had both a research and clinical interest in
the effectiveness of the CPRT intervention. Further research is needed to determine if
utilizing CPRT to reduce behaviors associated with attachment difficulty will be
statistically significant.
Landreth and Bratton’s Goals of CPRT
Although the statistically significant results were limited in this study, comments
made by foster parents who participated in CPRT, combined with the observations of the
facilitator, support the use of CPRT with foster parents and foster children. Parents who
participated in the quasi-experimental group indicated that they believed the majority of
the goals established for parents by Landreth and Bratton (2006) were met through
CPRT. These goals included 1) enhancing and strengthening the parent-child
relationship; 2) facilitating a greater understanding of the child‟s emotional world; 3)
developing of more realistic and tolerant perceptions and attitudes for self and the child;
4) parenting more effectively based on developmentally appropriate strategies; and 5)
recapturing joy in parenting. Foster parents reported feeling emotionally closer to their
foster child and an increased understanding of the motivation behind certain behaviors.
In addition, they reported feeling less frustrated, being more in control of themselves, and
less manipulate by their foster children. Foster parents indicated that they were most
surprised by the fun they had with their foster child in their thirty-minute play sessions.
The investigator observed that participation in CPRT appeared to help foster
parents develop a more adaptive relationship with their foster child, especially as it
pertained to care-giving responses and a decrease in punitive behavior and power
struggles. In addition, participation in CPRT appeared to help foster parents reduce their
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stress level as they learned viable skills to use with their foster children to reduce
problematic behaviors and as their challenges were validated and normalized by other
foster parents experiencing the same issues.
Developing more realistic and tolerant perceptions of self was the goal that foster
parents indicated was most problematic. Nearly all of the foster parents indicated that
they believed that their expectations for themselves continued to be unrealistic
subsequent to the CPRT training, although they indicated some improvement. Foster
parents appeared hopeful that unrealistic expectations would diminish over time.
The foster parents in the quasi-experimental group indicated that they believed
that participation in CPRT met more parental goals than child related goals. The child
related goals of CPRT included 1) reduction of symptoms; 2) development of coping
strategies, and 3) increase in positive feelings of self-worth and confidence. Time may be
a factor in this perception as foster parents may have found it easier to detect changes in
themselves as opposed to changes in their foster child. This may especially be true if the
changes in the foster child are occurring internally and are less apparent short term.
Although most foster parents indicated some reduction in their foster child‟s problematic
behaviors and some increase in their self-worth, they did not indicate an increase in
coping skills or self-confidence on the part of the foster child.
Most of the foster parents indicated that they noticed change in their foster child‟s
behavior which resulted in a positive difference in their day to day interactions with their
foster child. As indicated in Table 2, foster children in the quasi-experimental group did
show a marginal reduction in delinquent and controlling behavior, however, the results
were not significant at the .05 level. As a result, CPRT shows promise as an intervention

99

that may diminish behaviors associated with attachment difficulties in foster children
with attachment problems, and which shows potential in improving relationships between
foster parents and foster children. Because most parents noted changes in their child‟s
behavior during the course of CPRT, they indicated that they were motivated to continue
to practice the skills that they learned and to continue therapeutic play session with their
foster child subsequent to the training.
Anecdotal evidence acquired from comments made by foster parents who
participated in CPRT and observations made by the facilitator support the use of CPRT
with foster parents and foster children. Foster parents appeared to be effective therapeutic
change agents in the lives of foster children. As a result, CPRT appears to be a practical
and robust treatment option that can strengthen troubled foster care placements.
Recommendations for Practice
The results of this research study provide several implications for the counseling
profession. First, there is a need for counselors to consider an integrated approach to
Child and Family Therapy as this process has the potential to meet both the needs of
foster children and the systemic demands of the foster family (Hutton, 2004). Second,
CPRT is a treatment modality that can bring together the commonalties of Child and
Family Therapy while producing desirable change in the broader family system.
According to Guerney (1987), the initiator of filial therapy, a strong rationale for the
integration of child and family therapy exists: 1) integration allows the referred child to
be empowered as a full and equal participant of the family therapy process; 2) the
methods utilized, in particular, play, allow the young child the opportunity to resolve
personal conflicts and to develop self- control within the family sessions; 3) integration
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promotes change from directly within the family system; and 4) change is achieved in an
integrative and synergized manner that facilitates the likelihood that positive benefits will
be maintained over time.
Treatment options for children with attachment issues may remain unchanged
unless integrated therapies, such as CPRT, are accepted as a viable treatment option to
the traditional approach of individual treatment over family intervention (Hutton, 2004).
For the CPRT integrative approach to be successful, foster parents must be willing to
extend their role to include not only the role of foster parent, but also the role of
therapeutic change agent (Landreth, 2002). CPRT can help foster parents to develop new
skills that can assist in relationship development and the minimization of problematic
behaviors (Landreth & Bratton, 2006). CPRT offers foster parents and foster children
assistance in the areas of bonding, anger management, and adjustment (Hutton, 2004).
Foster parents learn skills to assist them in coping with behavioral problems and to
intervene in a calm and decisive manner. These benefits can be maintained within the
family unit thus facilitating long term advantages to all family members (Hutton, 2004).
Rennie and Landreth (2000), offered strong support for the use of filial therapy
with children who had been abused and neglected. Children who have experienced
maltreatment should be provided with a safe and supportive environment that can
facilitate healing from trauma. Because reunification with the family of origin can require
long periods of time, or is not always possible, children who have been abused and
neglected may require foster care (Hutton, 2004). Positive foster parent and foster child
relationships may contribute to resilience after maltreatment; consequently, an
affirmative parent/child relationship may be a substantial part of recovery from abuse and
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neglect (Ginsberg, 1989). In cases if maltreatment, CPRT offers the potential to enhance
the adjustment process for the foster child and the foster family (Hutton, 2004).
CPRT is a home-based program, and as such, offers foster families flexibility for
on-going support (Hutton, 2004). CPRT is a treatment option that can be modified to
meet the individual needs of the foster family, the foster child, or the community service
organizations that assist foster families. Home-based interventions offer foster family‟s
flexibility that is not found in traditional treatment options (Hutton, 2004).
Recommendations for Future Research
Outcome studies support the efficacy of Filial Therapy and the CPRT model of
Filial Therapy between parents and their children in various settings, across age, gender,
marital status, and cultural and ethnic groups (Guerney, 1991; Glazer & Kottman,1994;
Van Fleet, 1994; Bratton & Landreth, 1994; Chau & Landreth, 1997; Harris & Landreth,
1997; Bratton, Ray, & Moffit, 1998; Landreth & Lobaugh, 1998; Glover & Landreth,
2000; Jang, 2002; Landreth, 2002; Watts & Broaddus, 2002; Yuen, Landreth, &
Baggerly, 2002; Bratton, Ray, Rhine, & Jones, 2005; Landreth & Bratton, 2006). No
previous research was found that sought to determine if behaviors associated with
attachment difficulty and attachment disruption can be diminished by participation in
CPRT. Because of the limited nature of the findings in this study, additional research is
needed to determine if CPRT can in fact offer hope for individuals with disrupted
attachment. The following recommendations are offered for consideration in future
research.
A replication of this study with foster parents and foster children may provide
beneficial information regarding the effects of CPRT on behaviors associated with
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attachment difficulty. Perhaps most significant to the success of such a study would be to
use a larger number of participants in both the quasi-experimental group and the support
group.
Varying the study to follow the 10- week model prescribed by Landreth and
Bratton (2006) rather than the five-week model used in this study might demonstrate a
decrease in problematic behaviors that did not previously show statistical significance.
Foster parents may be more likely to participate in a group that met for one and a half
hours per week rather than three hours per week and that spread the amount of homework
over a ten week period of time.
A replication study may also consider the length of time in placement, in addition
to or rather than the number of foster care placements, as a variable as the length of time
in placement may provide more information about how behaviors associated with
attachment difficulty are affected by time in care. In addition, such a study might further
consider using a smaller age range by examining the effects of CPRT with children four
to nine years of age. This might generate significant findings as younger children will not
present with all of the behaviors measured by the RADQ, in particular delinquent and
antisocial behaviors. Although discontinuing the two to three year old age range might
prevent young children from receiving an intervention in their early years that may
prevent later behavioral problems associated with attachment difficulty, a smaller age
range may provide less variability.
Additional studies may consider comparing A CPRT foster group with a nonfoster group regarding the impact of the CPRT intervention on behaviors associated with
attachment difficulties of both groups. Birth parents might also be considered as a
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population for future CPRT research if it is likely that the foster child will return to their
family of origin.
Further research might assess the effectiveness of CPRT with adolescent foster
children. Foster parents of adolescents often seek training to assist them with their foster
child‟s problematic behaviors. Because CPRT has been used successfully with
preadolescents to reduce problem behaviors (Packman & Solt, 2004), it is possible that
CPRT may be helpful to foster parents of adolescents who wish to assist their foster
children in diminishing problematic behavior.
Exploring the effects of CPRT on behaviors associated with attachment difficulty
with individual foster parents rather than in a group format might be the focus of
additional research. Some foster parents might benefit from the one-on-one attention such
a format would provide. This arrangement might further ensure that the foster parents
complete play sessions and homework assignments as prescribed by the training due to
individual accountability.
Finally, additional research might include a longitudinal study to determine the
long-term effects of CPRT with foster parents and foster children. In this manner, it can
be determined if improvements in behaviors associate with attachment difficulties are
maintained over time.
There is vast potential for CPRT to promote positive relationships between foster
parents and foster children and to reduce problematic behaviors resulting from disruptive
attachment. Future research may unlock this potential and improve the lives of vulnerable
foster children.
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Conclusion
CPRT is a practical and valid treatment option for foster parents because it offers
educational opportunities in a supportive environment. It further offers foster parents the
opportunity to develop skills such as active listening, therapeutic limit setting, and choice
giving while communicating empathy and acceptance to their foster child. Our society is
becoming more aware of the impact and implications of disrupted attachment on the
individual, the family, and society as a whole. As a result, the need for effective
interventions to address these issues increases. Because of the disrupted attachment
experienced by foster children, foster parents may struggle with the problematic
behaviors that accompany such disruption. CPRT offers foster parents and foster children
hope that disrupted attachments need not prevent the foster child from developing into a
happy, healthy, and well-adjusted member of society.
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APPENDIX A

State of Tennessee Department of Children‟s Services Policy Planning and Research

Requests for Access to Human Subjects or Records, which may involve Informed Consent
Some research proposals require direct access to or observation of research
subjects to gather data, or require access to records typically viewed as confidential.
These research proposals require a higher level of scrutiny, as from an Institutional
Review Board (IRB), which must examine additional issues such as informed consent
and risks to the subject. In most cases, fully informed consent and minimal risk to the
subject are mandatory elements, but there are a few grounds for exemption, which an IRB
may consider (e.g., see CFR 46.101). Certain types of research cannot be allowed with
children in DCS custody, even with consent, such as medical, pharmaceutical, or
cosmetic experiments. If your proposed research project involves access to human
subjects or access to confidential records, please complete the following (feel free to
attach documents and write "see attached" as applicable):
Is this proposal: __ New ___X_ Amended ____ Addendum
Name and title of Principal Investigator:
Carolyn Carlisle Hacker, LPC, PhD Candidate _________________________________
Credentials of Principal Investigator (or attach academic CV):
Licensed Professional Counselor, PhD Candidate (see CV Appendix A)______________
Title of Research Proposal:
Child-Parent-Relationship Therapy: Hope for Disrupted Attachment________________
Academic, Agency, or Institutional Affiliation:
The University of Tennessee________________________________________________
Address:
1122 Volunteer Boulevard, C448 Claxton Complex, Knoxville, TN 37996-3452______
Phone: 865-974-3845____________________________________________________
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Does your agency have an established IRB in compliance with Title 45 of the Code of
Federal Regulations, Part 46? __X Yes ____No
If "Yes", please attach a copy of your IRB's approval or exemption of your proposed project.

IRB approval__(see Appendix H)____________________________________________
If "No", we must forward your proposal to another department to obtain review by their IRB prior to further consideration by the
Department of Children's Services.

Names, titles, and credentials of Co-Investigators, research assistants, and others who
will participate in the proposed study and/or have access to the data or subjects:
Tricia McClam, PhD; Associate Head, Educational Psychology and Counseling
Department, University of Tennessee (supervising faculty)_______________________
Reason for proposed study: ____X___

Dissertation/Thesis ____Other student research
____Faculty research (funded) ____Other faculty research ____Pilot study/Demonstration Project
____Other (describe)_____________________________________________________________________________
If sponsored research, list funding agency and grant number:___N/A__________________________________

Purpose of study and proposed methodology: (or attach the introduction and methods sections used in a
typical academic research proposal)

The intent of this quantitative study is to explore filial therapy, in particular the ParentChild-Relationship Therapy (CPRT) model of filial therapy, as a method of intervention
for foster children with attachment difficulties. The goal of this investigation is to
determine if CPRT will affect the observed behaviors exhibited by foster children with
attachment problems and if CPRT is an affective treatment for foster children with
attachment difficulties. It is not the goal of this research to facilitate attachment between
foster parents and foster children. Rather, the objective is to determine if CPRT is
effective in reducing behaviors typically associated with attachment difficulties. Such a
reduction in problematic behaviors may lead to improved relationships between the foster
parent and the foster child thereby preventing disruptions in the foster child‟s placement.
Foster parents who are interested in helping their foster child address attachment
problems and who meet criteria will be potential candidates for filial therapy. There are
some clinical factors that would preclude the use of a filial therapy, for example, foster
parents who are experiencing significant emotional distress or foster children whose
emotional difficulties or behaviors are too extensive for the intervention at this time
(Landreth & Bratton, 2006). Such participants interested in filial therapy would first be
referred to individual therapy to address these issues. Foster parents and foster children
who meet the following criteria would be viewed as viable candidates for filial therapy:
The foster parent must be able to read and write on the 6th grade level
The foster parent is willing to commit to the 5-Session Filial Therapy
format
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The foster parent is willing to commit to two, thirty minute play sessions
with their child two times per week during the filial therapy intervention
The foster child is between the ages of two and nine years of age
The foster child is able to engage in representational play
The Intake process indicates that the foster parent and the foster child are
appropriate candidates for filial therapy
Intervention
A Licensed Professional Counselor is the investigator of this study and is trained and
experienced in play therapy and filial therapy techniques and will be supervised by
University faculty. The investigator will conduct this research using the Landreth Child
Parent Relationship Training Model (10-Session Filial Therapy Model). The investigator
received training in the Landreth 10-Session Filial Therapy Model from Landreth and
Bratton in the summer of 2006 and has practiced this technique since receiving formal
training.
This model has been adapted from a 10-Session, one hour per week training program to a
5- Session, three hour per week training with documented success (Harris & Landreth,
1997). Consequently, this research will be modified to a 5-Session, three hours per week
format to facilitate participation of the participants and to add to the research literature
regarding the effectiveness of the 5-Session model.
Experimental Group
The investigator will conduct an initial assessment with interested participants in the
experimental group to ensure that the foster parent and the foster child are candidates for
filial therapy (Appendix B). Screening of the foster parent and foster child‟s background
will be conducted with the investigator assessing if the foster parent and foster child meet
criteria for CPRT using the above mentioned criteria. When the foster parent and foster
child are considered candidates for filial therapy and when the foster parent agrees to
participate with the permission of the State of Tennessee, the investigator will then
explain the basics of the intervention and will answer any questions the foster parent may
have regarding the process. The foster parents will be informed of a $25 cash incentive
that will be given to participants after the 3rd session of CPRT. The participants will
further be informed that they may discontinue participation at any time without penalty.
If the participant has completed the 3rd session prior to discontinuing participation, they
may keep the $25 cash incentive.
The investigator will present the Filial Therapy skills training program to the foster
parents in a group format using a psycho-educational model. Each group will have a
minimum of four participants and a maximum of eight participants to ensure maximum
benefits from the group design (Landreth & Bratton, 2006). The goal is to recruit thirty
participants to take part in this study (15 for the experimental group and 15 for the
control). The therapists notebook (Appendix C), consist of the following critical teaching
and training elements:
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Structuring for success
Modeling acceptance, reflective listening and focused attention
Fallibility of the therapist
Encouraging parent strengths
Utilizing specific instruction
Providing concrete examples
Imparting expert knowledge
Encouraging role play and practice skills
Using analogies to increase parent awareness
Touching the inner world of the parent
Making suggestions for improvement
Identifying what is learned from special playtimes
Identifying shifts or changes in behavior
Facilitating insight
Clarifying
The foster parents will be provided a Handbook for Parents that will serve as a detailed
guideline for the process (Appendix D). The foster parents will be instructed in the basic
skills of filial therapy and a variety of common problems that might develop during the
process will be discussed with interventions role modeled by the therapist. Reflective
listening skills, empathic responses, effective limit setting, handling interruptions, and
commitment to the process are especially emphasized in this procedure. The foster
parents will be taught the meaning of different play themes and how to respond to such
themes in a caring and therapeutic manner. In addition, the investigator will assist the
foster parents in choosing therapeutic toys for home sessions, setting up the play space,
and structuring the play time within the home environment.
After the second session, the foster parents will begin to conduct therapeutic play
sessions with their foster child in the home two times per week for thirty minutes per
session. Subsequent to the five-week intervention, the foster parents will be encouraged
to continue once a week CPRT in order to maintain the therapeutic relationship with their
foster child.
Control Group
The investigator will conduct an initial assessment to ensure that the foster parent and
foster child are candidates for participation in the control group (Appendix B). When the
foster parent and foster child are considered candidates, and when the foster parent agrees
to participate with the permission of the State of Tennessee, the investigator will then
explain the basics of the support group and will answer any questions the foster parent
may have regarding the support group process. The participants will further be informed
that they may discontinue participation at any time without penalty.
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Foster parents assigned to the control group will participate in a 5-Session support group
that meets one time per week for one and a half hours per session. The foster parents are
the only participants in the control group; the foster children will not be directly involved.
Instrumentation
A baseline assessment will be conducted as a pre-test measure using the Randolph
Attachment Disorder Questionnaire (RADQ) for both the experimental and control
groups (Appendix E). The Randolph Attachment Disorder Questionnaire (Randolph,
2000) is a self-report type measure that includes 30 items designed to assess attachment
difficulties in children ages two to seventeen years of age. The RADQ will be completed
by a foster parent who serves as the foster child‟s primary caretaker. This assessment
instrument is a simple, straight forward questionnaire which can be easily completed by
foster parents. This measure will not be used to diagnose an attachment problem; rather,
it will be used to assess the extent to which Child-Parent- Relationship Therapy
precipitates changes in problematic attachment behaviors. This instrument should never
be used solely for the sake of attachment diagnosis (Randolph, 2000).
The Attachment Symptoms Checklist (ASCL) that was used for over 20 years in a
residential program known as the Attachment Center in Evergreen, Colorado was the
predecessor to the RADQ. This check list included commonly observed behaviors that
children with attachment problems typically exhibit. The scale was developed through a
pilot study (n=80) that utilized a 40 item attachment system checklist with children that
had been diagnosed with no clinical diagnosis or with Attachment Disorder, or Conduct
Disorder. The ASCL was revised into a 30 item inventory which became the Attachment
Disorder Questionnaire Revised (ADQ-R). This inventory was then studied with
children who had a history of maltreatment, diagnosis of Attachment Disorder and with
children who had no history of maltreatment, Attachment Disorder or who were never
involvement in therapeutic services (N=105). The final revision of the ADQ-R resulted
in the development of the RADQ.
The RADQ examines five factors including: 1) delinquent behaviors, 2) social behaviors,
3) antisocial behaviors, 4) unstable behaviors, and 5) controlling behaviors (Randolph,
2000). Participants who complete the questionnaire use a 5-point rating scale to respond
to the items on the questionnaire and represent the participant‟s perception of the child‟s
behavior and or traits. A score of one represents rarely, less than 10% of the time; a score
of two represents occasionally, about 25% of the time; a score of three represents
sometimes, occasionally present; a score of four represents often, 75% of the time; and a
score of five represents usually, 90% of the time. The instrument is scored by adding a
cumulative score minus 30 points in order to determine the level of attachment difficulty.
A score of 65–75 would indicate a mild form of attachment difficulty associated with an
avoidant or anxious sub-type of attachment difficulty; a score of 76–89 would indicate a
moderate degree of attachment difficulty; and a score of 90 and above would indicate
severe attachment difficulties and associated with an ambivalent sub-type of attachment
difficulty.
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The RADQ is a published instrument with reliability and criterion-referenced, construct,
content, and predictive validity reported (Fairchild, 2006, Randolph, 2000). Test–retest
correlation coefficients of .82 for the Attachment Disorder group, and .85 for the nonclinical group were reported regarding reliability. Cronbach‟s alpha for internal
consistency measures for the Attachment Disorder group were .84; .81 was indicated for
the maltreated group, which indicate internal consistency for the RADQ (Randolph,
2000). Construct validity was determined by correlating scores on the RADQ with subscales in three other published instruments. The Personality Inventory for Children
(PIC), indicated two subscales out of six were statistically significant including
delinquency (r = .48, p<.001). The Child Behavior Checklist (CBCL) yielded two out of
eight statistically significant subscales including delinquent behavior, r = .36, p<.01, and
the Millon Adolescent Personality Inventory (MAPI) indicated that one subscale out of
12 was statistically significant, personal esteem, r = .37, p<.01. The correlation between
the RADQ and these three standardized instruments was determined through a pre- and
post-treatment of clients at the Evergreen Attachment Center (Fairchild, 2006). A
replication study by Myeroff, Mertlich & Gross (1999) corroborated the effectiveness of
this assessment measure‟s effectiveness.
Research Questions and Data Analysis
Following the completion of the 5-Session CPRT intervention, the foster parents will
complete a post-test of the Randolph Attachment Disorder Questionnaire. The pre-test
and post-test scores of the experimental group will be compared to the pre-test and posttest scores of the control group using a Two-way Repeated Measures ANOVA for the
following questions: (1) Will the experimental group score significantly lower (p< .05)
on the RADQ than the control group, and (2) Is CPRT an effective treatment for foster
children with attachment difficulties? The pre-test and post-test scores of the
experimental group will be compared to the pre-test and post-test scores of the control
group using a Three-Way Repeated Measures ANOVA for the following questions: (1)
will the age of the foster child be a factor in determining the effects of CPRT in reducing
behaviors associated with attachment difficulties?, (2) Will the gender of the foster child
be a factor in determining the effects of CPRT in reducing behaviors associated with
attachment difficulties?, and (3) Will the number of foster homes a child has been placed
in be a factor in determining the effects of CPRT in reducing behaviors associated with
attachment difficulties? The level of significance between the pre-test and post-test scores
of the experimental group and the control group will be measured to determine the
overall efficacy of the intervention in regard to the different independent variables.
Describe in detail specifically what you plan to do with the subjects in your study (be
sure to attach copies of any forms, tests, questionnaires, etc. you plan to administer),
and/or what confidential records you wish to access. Include a discussion of any risks,
discomforts, or inconveniences, which a subject might experience
Experimental Group
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The investigator will conduct an initial assessment with interested participants to ensure
that the foster parent and the foster child are candidates for filial therapy (Appendix B).
Screening of the foster parent and foster child‟s background will be conducted with the
investigator assessing if the foster parent and foster child meet criteria for CPRT using
the above mentioned criteria. When the foster parent and foster child are considered
candidates for filial therapy and when the foster parent agrees to participate with the
permission of the State of Tennessee, the investigator will then explain the basics of the
intervention and will answer any questions the foster parent may have regarding the
process. The foster parents will be informed of a $25 cash incentive that will be given to
participants after the 3rd session of CPRT. The participants will further be informed that
they may discontinue participation at any time without penalty. If the participant has
completed the 3rd session prior to discontinuing participation, they may keep the $25 cash
incentive.
The investigator will present the Filial Therapy skills training program to the foster
parents in a group format using a psycho-educational model. Each group will have a
minimum of four participants and a maximum of eight participants to ensure maximum
benefits from the group design (Landreth & Bratton, 2006). The goal is to recruit thirty
participants to take part in this study. The therapists notebook (Appendix C), consist of
the following critical teaching and training elements:
Structuring for success
Modeling acceptance, reflective listening and focused attention
Fallibility of the therapist
Encouraging parent strengths
Utilizing specific instruction
Providing concrete examples
Imparting expert knowledge
Encouraging role play and practice skills
Using analogies to increase parent awareness
Touching the inner world of the parent
Making suggestions for improvement
Identifying what is learned from special playtimes
Identifying shifts or changes in behavior
Facilitating insight
Clarifying
The foster parents will be provided a Handbook for Parents that will serve as a detailed
guideline for the process (Appendix D). The foster parents will be instructed in the basic
skills of filial therapy and a variety of common problems that might develop during the
process will be discussed with interventions role modeled by the therapist. Reflective
listening skills, empathic responses, effective limit setting, handling interruptions, and
commitment to the process are especially emphasized in this procedure. The foster
parents will be taught the meaning of different play themes and how to respond to such
themes in a caring and therapeutic manner. In addition, the investigator will assist the
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foster parents in choosing therapeutic toys for home sessions, setting up the play space,
and structuring the play time within the home environment.
After the second session, the foster parents will begin to conduct therapeutic play
sessions with their foster child in the home two times per week for thirty minutes per
session. Subsequent to the five-week intervention, the foster parents will be encouraged
to continue once a week CPRT in order to maintain the therapeutic relationship with their
foster child.
Control Group
The investigator will conduct an initial assessment to ensure that the foster parent and
foster child are candidates for participation in the control group (Appendix B). When the
foster parent and foster child are considered candidates, and when the foster parent agrees
to participate with the permission of the State of Tennessee, the investigator will then
explain the basics of the support group and will answer any questions the foster parent
may have regarding the support group process. The participants will further be informed
that they may discontinue participation at any time without penalty.
Foster parents will participate in a 5- Session, one and a half hour per session control
group that will be structured in a support group format that will consist of four to ten
other foster parents. The foster parents are the only participants in the control group; the
foster children will not be directly involved. This support group will provide an
opportunity for foster parents to discuss and process the challenges of being a foster
parent with others who are experiencing similar challenges and successes. In addition,
this support group will provide a forum for accessing resources available to foster parents
and foster children and for addressing and promoting quality foster care.
Foster parents will complete a Randolph Attachment Disorder Questionnaire that asks
questions about the foster child‟s behavior. This instrument will be completed before the
support group begins and again after the 5-week support group is concluded. This
instrument will in no way be used to make an attachment diagnosis of any kind, rather, it
will be used to assess the extent to which Child-Parent- Relationship Therapy effects
changes in problematic attachment behaviors and whether or not CPRT is an effective
treatment intervention for foster children with attachment problems.
Describe how you propose to recruit research subjects and obtain their informed
consent, and in cases of children under the age of eighteen, their parent(s) or guardian.
Be sure to attach a copy of your proposed consent form. If claiming exemption from
consent requirements, discuss the regulatory basis under which your IRB granted the
exemption
Recruitment of Participants
The participants in this study will be foster parents and foster children from the Knox,
Smokey Mountain, and East regions of Tennessee who have permission from the State of
Tennessee for the foster child to participate in this investigation. The primary participant
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will be the foster parents although the foster children will be an indirect participant in the
experimental group. The foster children in the control group will not be participants in
this research. The investigator will recruit participants through contacts made with the
Department of Children‟s Services (DCS) Child Protective Services (CPS) and through
contacts made with regional health unit psychologists, and foster care programs that will
help identify potential participants. CPS caseworkers, regional health unit psychologists,
and foster care programs in these three regions will be given brochures to give potential
participants (Appendix F, experimental group) (Appendix G, control group). The
investigator‟s work phone number and email address will be included on the brochures so
that interested foster parents may contact the investigator. In addition, the investigator
will meet with caseworkers, regional health unit psychologists, potential participants, and
foster parent organization meetings to discuss the groups being offered and to answer any
questions the parties may have.
Obtaining Informed Consent
The investigator will explain the basics of the intervention or control group and will
answer any questions the foster parent may have regarding the process. The foster
parents participating in the experimental group will be informed of a $25 cash incentive
that will be given to participants after the 3rd session of CPRT. The investigator will
explain informed consent to the participants (Appendix I Experimental Group) (Appendix
J Control Group) which includes that they may discontinue participation at any time
without penalty. If the participant in the experimental group has completed the 3rd
session prior to discontinuing participation, they may keep the $25 cash incentive.
Foster parents that are interested in participating in this study will sign two copies of the
above mentioned informed consent document; one copy will be given to the participant
and one copy will be securely filed at the University of Tennessee.
Describe the specific data and variable fields you plan to access and record: (can attach
your codebook or coding schema if already developed)
Pre-test and post test scores of the RADQ will be collected for each participant in either
the experimental group or the control group. The pre-test and post-test scores of the
experimental group will be compared to the pre-test and post-test scores of the control
group using a Two-way Repeated Measures ANOVA for the following questions: (1)
Will the experimental group score significantly lower (p< .05) on the RADQ than the
control group, and (2) Is CPRT an effective treatment for foster children with attachment
difficulties?
The pre-test and post-test scores of the experimental group will be compared to the pretest and post-test scores of the control group using a Three-Way Repeated Measures
ANOVA for the following questions: (1) will the age of the foster child be a factor in
determining the effects of CPRT in reducing behaviors associated with attachment
difficulties?, (2) Will the gender of the foster child be a factor in determining the effects
of CPRT in reducing behaviors associated with attachment difficulties?, and (3) Will the
number of foster homes a child has been placed in be a factor in determining the effects
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of CPRT in reducing behaviors associated with attachment difficulties? The level of
significance between the pre-test and post-test scores of the experimental group and the
control group will be measured to determine the overall efficacy of the intervention in
regard to the different independent variables.

Describe how subject anonymity will be preserved and how confidentiality of the data
will be maintained: What materials, staff time, and other resources will you require DCS
to provide for you to accomplish your proposed project?
Participants will use a pseudonym that they assign to themselves on any instrumentation
or written documents to ensure confidentiality. The investigator will not use the
participants name in any written results of the study. Furthermore, informed consent
documents will be stored in a locked file in the office of supervising staff on the
University of Tennessee campus. A list of assigned pseudonyms will be stored in a
separate locked file in the supervising staff‟s office. In addition, all instrumentation
documents will be stored in a further separate locked file and located in the same
supervising staff member‟s office on the University of Tennessee campus. To adhere to
the University of Tennessee‟s Institutional Review Board policy, all documentation
pertaining to this study will be safely stored during the study. The signed consent form
will be stored for three years subsequent to the study. All other documents and
instrumentation will be destroyed after six months.
Minimal DCS materials, staff time and other resources will be needed to accomplish this
project. The investigator would need to meet briefly with support staff to obtain contacts
for recruiting participants. This may also include brief email and or phone contact with
DCS staff for such recruitment purposes. All materials needed for the experimental
group or the control group will be provided by the investigator.
Please describe how your proposed research project would be of benefit to each of the
following: the research subjects, the Department of Children's Services, the children of
this state and/or children within DCS programs, the state of Tennessee, the citizens of
this state, advancement of scientific and human knowledge:
Participation in this study will add to the body of knowledge regarding the effectiveness
of filial therapy to diminish behaviors associated with attachment difficulties in foster
children with attachment problems. Additional benefits may be derived from an
improved relationship between the foster parent and the foster child which may minimize
disruptions in the foster child‟s placement. In addition, presenting behavioral problems
exhibited by the child may also be decreased or extinguished. Secondary benefits may
also result if improved relationships are generalized to the biological parent, thus
improving the relationship between the parent and the child. In addition, benefits may
also result if improvements are generalized to other settings such as social relationships,
school settings, etc. A further benefit may be derived to foster children, the Department
of Children‟s Services and society as a whole if improved relationships between the
foster parent and the foster child prevent disruptions in the foster child‟s placement.
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Minimal risk to participants is expected due to the nature of the filial therapy
intervention, i.e., a psycho-educational format and the participant‟s ability to decide the
nature of their responses during the course of the study. However, the participant may
experience emotional discomfort related to difficulties with parenting their foster children
or as a result of the foster child‟s behavioral problems or from initiating play sessions
with their foster child. There is a possibility that the foster child may experience some
emotional discomfort when participating in play sessions with their foster parent although
this would not be common. Although minimal risk is expected, the investigator will
assess for any potential risk to the participants and will provide foster parents with a list
of qualified helping professionals that they can contact in their geographical area should
the need arise.
If your proposal is approved, once you have completed collecting the data, describe your
plans for quantitative and/or qualitative data analysis: (please provide sufficient detail
that a reviewer could examine the appropriateness of your approach)
Quantitative Data Analysis
Prior to the CPRT intervention, foster parents will complete a pre-test of the Randolph
Attachment Disorder Questionnaire (RADQ). Following the completion of the 5-Session
CPRT intervention, the foster parents will complete a post-test of the Randolph
Attachment Disorder Questionnaire. The pre-test and post-test scores of the experimental
group will be compared to the pre-test and post-test scores of the control group using a
Two-way Repeated Measures ANOVA for the following questions: (1) Will the
experimental group score significantly lower (p< .05) on the RADQ than the control
group, and (2) Is CPRT an effective treatment for foster children with attachment
difficulties? The pre-test and post-test scores of the experimental group will be compared
to the pre-test and post-test scores of the control group using a Three-Way Repeated
Measures ANOVA for the following questions: (1) Will the age of the foster child be a
factor in determining the effects of CPRT in reducing behaviors associated with
attachment difficulties?, (2) Will the gender of the foster child be a factor in determining
the effects of CPRT in reducing behaviors associated with attachment difficulties?, and
(3) Will the number of foster homes a child has been placed in be a factor in determining
the effects of CPRT in reducing behaviors associated with attachment difficulties? The
level of significance between the pre-test and post-test scores of the experimental group
and the control group will be measured to determine the overall efficacy of the
intervention in regard to the different independent variables.
If approved, once your research is completed, what do you intend to do with your
results? What agencies might receive and/or benefit from receipt of your results? What
types of scientific journals or publications might your findings be submitted to for
review? Optional (response will not affect approval):
It is the investigator‟s intent to submit research results to the International Journal of Play
Therapy to be considered for publication.
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If your project yields an electronic data base (e.g. raw data stored on computer disc, an
SPSS system file, etc.), will you make available to DCS a copy for purposes of secondary
data analysis?
__X__Yes ____No ____Not Applicable
Your signature below indicates that you agree to abide by the following four
requirements:
You agree to furnish DCS a copy of your findings, conclusions, final report, and/or journal
articles prior to publication or dissemination, as required by ACA standards (Note: this does not
imply you need DCS permission to publish your results, only that you first furnish DCS a copy for purposes of review
and comment);

You agree to obtain written permission from DCS before sharing the raw data or data base
with anyone other than DCS and the above listed research team members (Note: this applies only
to the data and is not intended to prevent or interfere with publishing the results of your research project in a
customary format such as group statistics which do not identify individual subjects);

You and your staff agree to abide by all appropriate state laws and federal regulations
regarding
confidentiality of any data/records you access, review, obtain, or maintain in the course of
conducting
this research;
In the event a participant has an adverse reaction as a result of participating in the study, you
and your staff agree to promptly notify the appropriate DCS supervisor of that facility and the
Director of Policy and Planning.

Principal Investigator: Carolyn Carlisle Hacker

Date: 7/11/08
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Instructor, Educational Psychology 401, Applied Educational Psychology;
lead instructor for one section in the fall and two sections in the spring under
the supervision of Dr. Katherine Greenberg; instructed both undergraduate
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direct oversight for all aspects of the class including use of technology,
development of Blackboard website, on-line exams, and use of on-line
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tools including software; use of experiential learning and authentic tasks as
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Supervision of master level social work interns at the Sexual Assault Crisis
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Family Services Counselor – East Tennessee State University
Career counseling with Families First clients though the Department of
Human Services, Wartburg, TN; assessed client‟s vocational interests, work
histories, strengths, and academic abilities; helped clients develop strategies
for successfully obtaining employment; referred clients to GED, vocational,
and university programs when appropriate; assisted clients in completing
paperwork associated with educational programs and social security
disability applications; referred clients to financial aid programs; referred

134

clients to educational testing when appropriate; addressed issues to help
client overcome barriers to employment such as Depression, Anxiety
Disorder, Bipolar Disorder, Attention Deficit Hyperactivity Disorder, and
Posttraumatic Stress Disorder; primary theoretical orientation, Cognitive
Behavioral Therapy and Brief Solution Focused Therapy
9/2005 – 12/2005

PhD Practicum - Office of the Public Defender – Knoxville, Tennessee
Psychotherapy with incarcerated clients; case conceptualization, treatment
planning and implementation; addressed issues related to Depression,
Anxiety Disorder, Bipolar Disorder, Attention Deficit Hyperactivity
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substance abuse; referral to inpatient programs, group homes, job placement,
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Cognitive Behavioral Therapy

6/2002 – 2/2005

Psychotherapist – Sexual Assault Crisis Center, Knoxville, Tennessee
Psychotherapy with children, adults, adolescents, families, and foster
families to address issues related to sexual abuse, Posttraumatic Stress
Disorder, Adjustment Disorder, Bipolar Disorder, Schizophrenia,
Depression, Dissociative Identity Disorder, domestic violence, substance
abuse, Attention Deficit Hyperactivity Disorder, attachment issues, grief and
loss, Oppositional Defiant Disorder, and career counseling; conducted play
therapy, and forensic abuse assessments and interviews; developed and
implemented master treatment plans and submitted documentation regarding
treatment; participated in case conceptualization, case staffing and
interdisciplinary approach to assisting clients; provided court testimony and
child advocacy; provided training and consulting with other agencies;
supervised interns.

8/1998 –10/2001

Psychotherapist - Private Practice, San Antonio, Texas
Psychotherapy with adults, adolescents, children, groups, families, and foster
families to address issues related to physical, sexual and emotional abuse
(victims and non-offending spouses), Oppositional Defiant Disorder,
Attention Deficit Hyperactivity Disorder, attachment issues, adoption, grief
and loss, domestic violence, substance abuse, and career counseling;
conducted play therapy, filial therapy, and forensic interviews; developed
and implemented master treatment plans; submitted documentation regarding
treatment and other required paperwork associated with contracts, Medicaid
or other insurance claims; participated in case staffing, case
conceptualization, and interdisciplinary approach to assisting clients;
provided court testimony, child advocacy, training and consulting.

8/1997 – 8/1998

Counselor, Alamo Children's Advocacy Center, San Antonio, Texas
(LPC Intern)
Provided short-term crisis counseling to children and adolescents that had
been sexually abused or sexually assaulted; provided short-term crisis
counseling to family members of sexual abuse/sexual assault victims;
provided long term counseling of children and adolescents that had been
sexually abused/sexually assaulted; conducted forensic interviews and initial
assessments; conducted psychosocial assessments and developed and
implemented master treatment plans; documented all counseling sessions
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with clients; facilitated client intake; scheduled client appointments; referred
clients to other organizations for a variety of needs including medical,
financial, housing, mental health, etc.; helped clients access victims of crime
funding; acted as a liaison between the Center and other agencies to include
the Department of Protective and Regulatory Services, District Attorney's
Office, Law Enforcement, schools, etc.; assisted medical personnel with
examinations when necessary; facilitated community education in the area
of child sexual abuse; tracked clients to ensure appropriate services were
provided.
1/1997 – 8/1997

Clinical Director/Therapist, Youth Habitat of Texas, Inc., Kerrville,
Texas / Boerne Texas (LPC Intern)
Direct oversight of mental health services provided to residents within the
residential treatment centers; ensured mental health services were in
compliance with state guidelines; conducted admission assessments of all
incoming residents; supervised personnel including four psychotherapists and
23 direct care staff; trained personnel in the areas of adherence to master
treatment plans, client capabilities, behavior modification, positive
reinforcement, use of token economy, state licensure requirements,
appropriate discipline and positive guidance; provided long-term therapy to
severely emotionally disturbed male children ages five to 18 utilizing a
variety of techniques including play therapy, individual therapy, recreation,
and group therapy, as well as career counseling; conducted psychosocial
assessments; developed and implemented master treatment plans; prepared
documentation for Youth for Tomorrow reviews; provided documentation of
therapy conducted; ensured incident reports were completed; requisitioned
and purchased therapy supplies; served as a liaison between the organization
and other agencies including DPRS, juvenile justice, schools, etc.; provided
court testimony.
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Child Development Program Administrator, US Naval Civil Service,
Corpus Christi, Texas
Direct management of the Child Development Center, Pre-Kindergarten, and
Family Childcare Program at Naval Air Station, Corpus Christi, Texas that
provided care and early childhood education to over 250 children; supervised
40 personnel; fiscal management of $900k annual budget; operated a
comprehensive Resource and Referral system referring parents to a variety of
support services; provided an Early Childhood Educational Curriculum;
developed, implemented, and facilitated training of staff and parents
pertaining to the mental and physical well being of children; developed and
implemented behavioral modification programs.
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Education and Psychology Annual Meeting, Knoxville, TN, July 2007.
NATIONAL PRESENTATION
Hacker, C., Halic, O., (March 2008). The Impact of Traditional, In-Class and Online, LearnerCentered Exams on Student Learning. Presentation to be presented at the American
Educational Research Association Annual Meeting, New York, New York.
STATE PRESENTATION
Hacker, C. (March, 2008). An Invitation to Connection: Child-Parent-Relationship Therapy
with an Appalachian Parent and Child. Presented at the Graduate Student Colloquium,
University of Tennessee, Knoxville, Tennessee.
STATE AND LOCAL TRAININGS
Hacker, C. (September, 2006). Assessing Allegations of Sexual Abuse in Young Children.
Presented at Smokey Mountain Counselors Association Annual Conference, Knoxville,
Tennessee.
Hacker, C. (March, 2006). "It's a Jungle out There”, Institutional Abuse Prevention curriculum
for the Helping Professional. Presented to DHS caseworkers in Morgan County,
Tennessee.
Hacker, C. (January, 2006). Sexual Abuse and the Healing Process. Keynote Address Presented
by Invitation, Prevent Child Abuse Texas Annual Conference, Dallas, Texas.
Hacker, C. (January, 2006). Assessing Allegations of Sexual Abuse in Young Children. Presented
at Prevent Child Abuse Texas Annual Conference, Dallas, Texas.
Hacker, C. (April, 2005). Assessing Allegations of Sexual Abuse in Young Children. Presented to
counselors and therapists with East Tennessee State University, Family Service
Counseling, Knoxville, Tennessee.
Hacker, C. (October, 2004). Basic Psychopharmacology for the Play Therapist. Presented to
counselors in East Tennessee through the Sexual Assault Crisis Center.
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Hacker, C. (August, 2004) Recognizing, Reporting and Preventing Child Abuse in Youth
Development Settings. Presented to staff at the S.O.A.R. Youth Program, Knoxville,
Tennessee, and Girl‟s Inc., Oak Ridge, Tennessee.
Hacker, C. (July, 2004). The Play Therapist Goes to Court. Presented to counselors in East
Tennessee through the Sexual Assault Crisis Center.
Hacker, C. (April, 2004). Discovering and Responding to Themes in Play Therapy. Presented to
counselors in East Tennessee through the Sexual Assault Crisis Center.
Hacker, C. (January, 2004). An Introduction to Play Therapy. Presented to counselors in East
Tennessee through the Sexual Assault Crisis Center.
Hacker, C., MacDonald, P. (August, 2003). The Impact of Sexual Assault. Presented to City of
Knoxville Police Department in conjunction with the Sexual Assault Crisis Center.
Hacker, C. (March, 2003). Assessing Allegations of Sexual Abuse in Young Children. Presented to
Sexual Abuse Crisis Center counselors and therapists, Knoxville, Tennessee.
Hacker, C. (August, 2002). "It's a Jungle out There”, Institutional Abuse Prevention curriculum
for the Helping Professional. Presented to Sexual Assault Crisis Center volunteers and
staff in Knoxville, Tennessee.
Hacker, C., MacDonald, P. (August, 2002). The Impact of Sexual Assault. Presented to City of
Knoxville Police Department in conjunction with the Sexual Assault Crisis Center.
Hacker, C. (2001). Assessing Allegations of Sexual Abuse in Young Children. Presented at
Prevent Child Abuse Texas Annual Conference, San Antonio, Texas.
Hacker, C. (August, 2000). Preventing Child Sexual Abuse in the Faith Community. Presented at
the Texas Baptist Association Annual Meeting, San Antonio, Texas.
Hacker, C. (January 2000). Preventing Child Sexual Abuse in the Faith Community. Presented at
Prevent Child Abuse Texas Annual Conference, Austin, Texas.
Hacker, C. (March, 1998). "It's a Jungle out There”, Institutional Abuse Prevention curriculum
for the Helping Professional. Presented to DHS caseworkers in Bexar County Texas,
Atascosa County Texas.
Hacker, C. (January, 1998). Recognizing, Reporting and Preventing Child Abuse in Child
Development Center and Family Home Care Settings. Presented at Prevent Child Abuse
Texas Annual Conference, Austin, Texas.
CONSULTATION
1998-2002

Forensic Consultation, Department of Human Services, Bexar County Texas,
Atascosa County Texas
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1998-2002

Forensic Consultation, Court Appointed Special Advocates (CASA), Bexar
County, Texas

2002-2005

Forensic Consultation, Safe Haven, Knoxville, Tennessee

2002-Present

Play Therapy; Filial Therapy, Safe Haven, Knoxville, Tennessee

1995-Present Abuse Prevention Consultation and Curriculum Development, Prevent
Child Abuse Texas, Austin, Texas
PROFESSIONAL AFFILIATIONS
•
•
•
•
•
•
•
•
•
•

Member National Association of Cognitive Behavioral Therapists 1998 - Present
Member National Association of Forensic Counselors 1998 - Present
Member Smoky Mountain Counseling Association 2005 - Present
Member Tennessee Counseling Association 2005 – Present
Member Chi Sigma Iota Counseling Honor Society 2005 – Present
Member Phi Kappa Phi Honor Society 2006 – Present
Member Psi Chi Psychological Honor Society 1993 - Present
Member, Tennessee Coalition to Prevent Domestic and Sexual Violence, 2002 - Present
Member, Board of Directors, Prevent Child Abuse Texas, Austin Texas 1995 - 2001
President Elect, Prevent Child Abuse Texas, Austin Texas 2000 - 2001
GRANT WORK

1995

Assisted Nueces County children‟s advocacy initiative to solicit funding for a
children‟s advocacy center; awarded $90,000 by the Charity League, Corpus
Christi, TX.
VOLUNTEER WORK

1998-2002

Curriculum development for Prevent Child Abuse Texas; Recognizing,
Reporting and Preventing Child Abuse in a Child Development Center Setting
and in a Family Home Care setting, Preventing Child Sexual Abuse in the Faith
Community, and Assessing Allegations of Sexual Abuse in Young Children
currently available nationwide
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State of Tennessee IRB Approval
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APPENDIX B
Child-Parent-Relationship Therapy Brochure

Child-Parent Relationship Training for Foster Parents
Give your foster children what they need most: YOU
When foster children have problems, sometimes they don‟t have the words to talk about
them. Play gives children a way to communicate feelings they don‟t understand or can‟t
express any other way.
Play therapy has been shown to be an effective intervention with children for a variety of
behavioral and emotional difficulties. Research has shown that motivated foster parents
can be trained to be as effective as play therapists using play therapy skills with their own
foster children, with as little as 15 hours of Child-Parent-Relationship Therapy
Training.
Research studies have shown that Child-Parent-relationship Training can:
Reduce or eliminate behavior problems
Enhance the parent-child relationship and the marital relationship
Develop responsibility and self-control in children
Increase children‟s self-esteem and self-confidence
Increase parent‟ feelings of warmth for their children
Child-Parent-Relationship Therapy Training is conducted in five weekly, three hour
sessions. The atmosphere is friendly and accepting and the training interactive, making it
enjoyable and interesting.
Some of the things you will learn include:
How to help your foster child open up to you
Therapeutic limit setting
Recognizing emotional needs and building self-esteem
Fostering creativity, self-control, and self-responsibility
Free Classes begin soon! Call Carolyn Carlisle Hacker (865.310.4225) to Enroll
Date:
Time:
Location:
Modified brochure for the CPRT Model of Filial Therapy (Landreth and Bratton, 2006)
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APPENDIX C
Foster Parent Control Group Brochure

Foster Parent Focus Group Forming Now!

Being a foster parent is a tough job! A foster parent focus group is a place where foster
parents can share their experiences and challenges in a safe, friendly and accepting
environment. Issues, ideas, challenges, child advocacy, and public policy will be
discussed in this group especially for YOU!
This group will be held for five weeks for approximately one and a half hours per
session. The atmosphere will be interactive and informative.
Some of the things you will experience:
An opportunity to discuss and process the challenges of being a foster parent
Foster parents just like you, experiencing similar challenges and successes
A variety of resources available to foster parents and foster children
A forum for addressing and promoting quality foster care
An experienced Licensed Professional Counselor will be available to facilitate the
group
Free Group begin soon! Call Carolyn Carlisle Hacker (865.471.3271) or email
chacker@cn.edu to Enroll. You will receive a $25 stipend and 5 hours training
certificate for your participation
Date: Thursday
Time:
Location: Kirkwood Club House
mornings 2/5, 2/12,
10:00 – 11:00 7860 Ellisville Lane
2/19, 2/26 and 3/5
Knoxville, TN
am
or
Thursday evenings 2/5, 6:00 to 7:00
2/12, 2/19, 2/26 and 3/5 pm
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APPENDIX D
Initial Assessment
Name of foster
parent____________________________________________________________
DOB/Age_________________
Name of foster
child_____________________________________________________________
DOB/Age_________________
Address
________________________________________________________________________
______
Phone (home)______________________________ Phone (cell)
__________________________

Foster Parent Information
Has the foster parent participated in mental health counseling/therapy previously? [ ]Yes
[ ]No
If yes, did the foster parent view counseling as successful? Why or why not?
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
______________________________
Parenting strengths:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
______________________________
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Parenting challenges:
________________________________________________________________________
______
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________

Health of the foster parent:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
_____________
Has the foster parent been prescribed any medications (specify)?
Medication
Prescribing physician
Date Prescribed

Current relationship between the foster parent and foster child
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
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________________________________________________________________________
____________________________________

Is the foster child‟s current placement secure?

[ ] Yes

[ ] No

Parent‟s method of discipline;
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
____________________________________
Is this method of discipline effective?
[ ]No

[ ]Yes

Is the foster parent able to read and write on the 6th grade or above grade level? [ ]Yes
[ ]No
Is the foster parent is willing to commit to a thirty minute play session each week with
their foster child during the filial therapy intervention?
[ ]Yes
[ ]No
What does the foster parent hope to gain from Child Parent Relationship Therapy?
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
______________________________

Child Information
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Is the child‟s current foster placement the first placement outside of his or her family of
origin?
[ ] Yes

[ ] No

If no, how many previous foster placements has the child experienced? ____________
Has the foster child participated in mental health counseling or play therapy previously?
[ ]Yes

[ ]No

If yes, did the foster parent view the counseling or play therapy as successful? Why or
why not?
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
______________________________

If yes, how did the child view the counseling or play therapy process?
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
______________________________
Child‟s strengths:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
______________________________
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Child‟s presenting behavioral problems:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
______________________________
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Physical health of child:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
______________________________

Is the child currently taking prescribed medication (specify)?
Medication
Prescribing physician
Date Prescribed

Is the child between the ages of three and nine years of age?
[ ]No

[ ]Yes

Is the child able to engage in representational play?
[ ]No

[ ]Yes

________________________________________________________________________
Investigators name (printed)
Date

________________________________________________________________________
Signature of Investigator
Date
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APPENDIX E
Randolph Attachment Disorder Questionnaire
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Appendix F
Therapist Notebook
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Parent Notebook

190

191

192

193

194

195

196

197

198

199

200

201

202

203

204

205

206

207

208

209

210

211

212

213

214

215

216

217

218

219

220

221

222

223

224

225

226

227

228

229

230

231

232

233

234

235

236

237

238

239

240

241

242

243

244

245

246

247

248

249

250

251

252

253

APPENDIX H
FORM B APPLICATION

IRB # ____________________________
Date Received in OR ________________

THE UNIVERSITY OF TENNESSEE
Application for Review of Research Involving Human Subjects

I. IDENTIFICATION OF PROJECT
1.

Principal Investigator:
Carolyn Carlisle Hacker MS, LPC
102 Briarwood Drive
Oak Ridge, TN 37830
(865) 481-3180 (home)
chacker1@utk.edu
Faculty Advisor:
Dr. Tricia McClam
1122 Volunteer Boulevard
C448 Claxton Complex
Knoxville, TN 37996-3452
865-974-3845
Department:
College of Education, Health, and Human Sciences
Educational Psychology and Counseling Department
Knoxville, TN 37996-3452
2.

Project Classification: Dissertation
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3. Title of Project: Child Parent Relationship Therapy: Hope for Disrupted
Attachments
4.

Starting Date: Upon IRB Approval by the University of Tennessee

5.

Estimated Completion Date:

6.

External Funding (if any): none

November 15, 2008

II. PROJECT OBJECTIVES
The intent of this quantitative study is to explore filial therapy, in particular the Parent
Child Relationship Therapy (CPRT) model of filial therapy, as a method of intervention
to facilitate attachment behaviors in foster children with attachment difficulties. The
founder of filial therapy, Bernard Guerney, used the term filial because it is defined as
“having or assuming the relationship of child or offspring to parent”. Guerney believed
that parents were the most emotional significant individuals in the child‟s life, and as
such, could become the primary change agent in regard to the therapeutic process
(Landreth & Bratton, 2006). The ultimate goal of filial therapy is to strengthen the
relationship between the parent and the child by increasing feelings of warmth, affection,
empathy, and trust and to diminish the child‟s presenting behavioral problems. The goal
of this investigation is to determine if CPRT will affect the observed behaviors exhibited
by foster children with attachment problems and if CPRT is an affective treatment for
foster children with attachment difficulties.
III. DESCRIPTION AND SOURCE OF RESEARCH PARTICIPANTS
The participants in this study will be foster parents and foster children from the East
Tennessee area who have permission from the State of Tennessee for the foster child to
participate in this investigation (Appendix A). The primary participant will be the foster
parents although the foster children will be an indirect participant. The investigator will
recruit participants through contacts made with the Department of Health and Human
Services (HHS). HHS caseworkers in Morgan and Knox counties will provide brochures
to potential participants (Appendix B). In the event that participants are not forthcoming,
a news article will be sent to local media in the above mentioned counties advertising the
program (Appendix C).
Foster parents who are interested in helping their foster child address attachment
problems and who meet criteria will be potential candidates for filial therapy. There are
some clinical factors that would preclude the use of a filial therapy, for example, foster
parents who are experiencing significant emotional distress or foster children whose
emotional difficulties or behaviors are too extensive for the intervention at this time
(Landreth & Bratton, 2006). Such participants interested in filial therapy would first be
referred to individual therapy to address these issues. Foster parents and foster children
who meet the following criteria would be viewed as viable candidates for filial therapy:
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The foster parent must be able to read and write on the 6th grade level
The foster parent is willing to commit to the 5-Session Filial Therapy
format
The foster parent is willing to commit to two, thirty minute play sessions
with their child two times per week during the filial therapy intervention
The foster child is between the ages of two and nine years of age
The foster child is able to engage in representational play
The Intake process indicates that the foster parent and the foster child are
appropriate candidates for filial therapy
IV. METHODS AND PROCEDURES
An initial assessment will be conducted to ensure that the foster parent and the foster
child are candidates for filial therapy (Appendix D). Screening of the foster parent and
foster child‟s background will be conducted with the investigator assessing if the foster
parent and foster child meet criteria for CPRT using the above mentioned criteria. When
the foster parent and foster child are considered candidates for filial therapy and when the
foster parent agrees to participate with the permission of the State of Tennessee, the
investigator will then explain the basics of the intervention and will answer any questions
the foster parent may have regarding the process. The participants will further be
informed that they may discontinue participation at any time without penalty.
A baseline assessment will be conducted as a pre-test measure using the Randolph
Attachment Disorder Questionnaire (Appendix E). The Randolph Attachment Disorder
Questionnaire (Randolph, 2000) is a self-report type measure that includes 30 items
designed to assess attachment difficulties in children ages two to seventeen years of age.
The RADQ will be completed by a foster parent who serves as the foster child‟s primary
caretaker. This assessment instrument is a simple, straight forward questionnaire which
can be easily completed by foster parents. This measure will not be used to diagnose an
attachment problem; rather, it will be used to assess the extent to which Child-ParentRelationship Therapy precipitates changes in problematic attachment behaviors. This
instrument should never be used solely for the sake of attachment diagnosis.
The Attachment Symptoms Checklist (ASCL) that was used for over 20 years in a
residential program known as the Attachment Center in Evergreen, Colorado was the
predecessor to the RADQ. This check list included commonly observed behaviors that
children with attachment problems typically exhibit. The scale was developed through a
pilot study (n=80) that utilized a 40 item attachment system checklist with children that
had been diagnosed with no clinical diagnosis or with Attachment Disorder, or Conduct
Disorder. The ASCL was revised into a 30 item inventory which became the Attachment
Disorder Questionnaire Revised (ADQ-R). This inventory was then studied with
children who had a history of maltreatment, diagnosis of Attachment Disorder and with
children who had no history of maltreatment, Attachment Disorder or who were never
involvement in therapeutic services (N=105). The final revision of the ADQ-R resulted
in the development of the RADQ.
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The RADQ examines five factors including: 1) delinquent behaviors, 2) social behaviors,
3) antisocial behaviors, 4) unstable behaviors, and 5) controlling behaviors. Participants
who complete the questionnaire use a 5-point rating scale to respond to the items on the
questionnaire and represent the participant‟s perception of the child‟s behavior and or
traits. A score of one represents rarely, less than 10% of the time; a score of two
represents occasionally, about 25% of the time; a score of three represents sometimes,
occasionally present; a score of four represents often, 75% of the time; and a score of
five represents usually, 90% of the time. The instrument is scored by adding a
cumulative score minus 30 points in order to determine the level of attachment difficulty.
A score of 65–75 would indicate a mild form of attachment difficulty associated with an
avoidant or anxious sub-type of attachment difficulty; a score of 76–89 would indicate a
moderate degree of attachment difficulty; and a score of 90 and above would indicate
severe attachment difficulties and associated with an ambivalent sub-type of attachment
difficulty.
The RADQ is a published instrument with reliability and criterion-referenced, construct,
content, and predictive validity reported (Fairchild, 2006, Randolph, 2000). Test–retest
correlation coefficients of .82 for the Attachment Disorder group, and .85 for the nonclinical group were reported regarding reliability. Cronbach‟s alpha for internal
consistency measures for the Attachment Disorder group were .84; .81 was indicated for
the maltreated group, which indicate internal consistency for the RADQ (Randolph,
2000). Construct validity was determined by correlating scores on the RADQ with subscales in three other published instruments. The Personality Inventory for Children
(PIC), indicated two subscales out of six were statistically significant including
delinquency (r = .48, p<.001). The Child Behavior Checklist (CBCL) yielded two out of
eight statistically significant subscales including delinquent behavior, r = .36, p<.01, and
the Millon Adolescent Personality Inventory (MAPI) indicated that one subscale out of
12 was statistically significant, personal esteem, r = .37, p<.01. The correlation between
the RADQ and these three standardized instruments was determined through a pre- and
post-treatment of clients at the Evergreen Attachment Center (Fairchild, 2006). A
replication study by Myeroff, Mertlich & Gross (1999) corroborated the effectiveness of
this assessment measure‟s effectiveness.
Intervention
A Licensed Professional Counselor trained and experienced in Play Therapy and Filial
Therapy techniques and supervised by University Faculty will conduct this research using
the Landreth Child Parent Relationship Training Model (10-Session Filial Therapy
Model). The investigator received training in the Landreth 10-Session Filial Therapy
Model from Landreth and Bratton in the summer of 2006 and has practiced this technique
since receiving formal training.
This model has been adapted from a 10-Session, one hour per week training program to a
5- Session, three hour per week training with documented success (Harris & Landreth,
1997). Consequently, this research will be modified to a 5-Session, three hours per week
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format to facilitate scheduling of both the participants and the investigator and to add to
the research literature.
The investigator will present the Filial Therapy skills training program to the foster
parents in a group format using a psycho-educational model. Each group will have a
minimum of four participants and a maximum of eight participants to ensure maximum
benefits from the group design (Landreth & Bratton, 2006). The goal is to recruit fifty
participants to take part in this study. The therapists notebook (Appendix F), consist of
the following critical teaching and training elements:
Structuring for success
Modeling acceptance, reflective listening and focused attention
Fallibility of the therapist
Encouraging parent strengths
Utilizing specific instruction
Providing concrete examples
Imparting expert knowledge
Encouraging role play and practice skills
Using analogies to increase parent awareness
Touching the inner world of the parent
Making suggestions for improvement
Identifying what is learned from special playtimes
Identifying shifts or changes in behavior
Facilitating insight
Clarifying
The foster parents will be provided a Handbook for Parents that will serve as a detailed
guideline for the process (Appendix G). The foster parents will be instructed in the basic
skills of filial therapy and a variety of common problems that might develop during the
process will be discussed with interventions role modeled by the therapist. Reflective
listening skills, empathic responses, effective limit setting, handling interruptions, and
commitment to the process are especially emphasized in this procedure. The foster
parents will be taught the meaning of different play themes and how to respond to such
themes in a caring and therapeutic manner. In addition, the investigator will assist the
foster parents in choosing therapeutic toys for home sessions, setting up the play space,
and structuring the play time within the home environment.
After the second session, the foster parents will begin to conduct therapeutic play
sessions with their foster child in the home two times per week for thirty minutes per
session. Subsequent to the five-week intervention, the foster parents will be encouraged
to continue once a week CPRT in order to maintain the therapeutic relationship with their
foster child.
Following the completion of the 5-Session CPRT intervention, the foster parents
will complete a post-test of the Randolph Attachment Disorder Questionnaire. The pretest and post-test scores of the experimental group will be compared to the pre-test and
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post-test scores of the control group using a Two-way Repeated Measures ANOVA for
the following questions: (1) Will the pre-test scores of the experimental group be
significantly higher (p> .05) than the post-test scores of the experimental group on the
Randolph Attachment Disorder Questionnaire (RADQ), (2) Will the experimental group
score significantly lower (p< .05) on the RADQ than the control group, and (3) Is CPRT
an effective treatment for foster children with attachment difficulties? The pre-test and
post-test scores of the experimental group will be compared to the pre-test and post-test
scores of the control group using a Three-Way Repeated Measures ANOVA for the
following questions: (1) will the age of the foster child be a factor in determining the
effects of CPRT in reducing behaviors associated with attachment difficulties?, (2) will
the gender of the foster child be a factor in determining the effects of CPRT in reducing
behaviors associated with attachment difficulties?, and (3) will the number of foster
homes a child has been placed in be a factor in determining the effects of CPRT in
reducing behaviors associated with attachment difficulties? The level of significance
between the pre-test and post-test scores of the experimental group and the control group
will be measured to determine the overall efficacy of the intervention in regard to the
different independent variables.
V. SPECIFIC RISKS AND PROTECTION MEASURES
Minimal risk to participants is expected due to the nature of the filial therapy
intervention, i.e., a psycho-educational format and the participant‟s ability to decide
the nature of their responses during the course of the study. However, the participant
may experience emotional discomfort related to difficulties with parenting their foster
children or as a result of the foster child‟s behavioral problems or from initiating play
sessions with their foster child. There is a possibility that the foster child may
experience some emotional discomfort when participating in play sessions with their
foster parent. Although minimal risk is expected, the investigator will assess for any
potential risk to the participants and will provide foster parents with a list of qualified
helping professional that they can contact should the need arise.
Involvement in this study is voluntary and individuals may discontinue participation
at any time without penalty. Participants will use a pseudonym on any
instrumentation or written documents to ensure confidentiality. The investigator will
not use the participants name in any written results of the study. Furthermore,
instrumentation documents will be stored in a locked file and will then be stored in
the office of Dr. Tricia McClam (Claxton room 448) on the University of Tennessee
campus. To adhere to the University of Tennessee‟s Institutional Review Board
policy, all documentation pertaining to this study will be safely stored with Dr.
McClam during the study. The signed consent form will be stored for three years
subsequent to the study. All other documents and instrumentation will be destroyed
after six months.
No incentives or compensation will be offered for participation in this research
project.
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VI. BENEFITS
Participation in this study will add to the body of knowledge regarding the
effectiveness of filial therapy to facilitate attachment behaviors in foster children with
attachment difficulties. Additional benefits may be derived from an improved
relationship between the foster parent and the foster child and a decrease or extinction
of presenting behavioral problems exhibited by the foster child. Secondary benefits
may also result if the improved relationship is generalized to other settings such as
social relationships, school settings, etc. Participants of the experimental group will
receive a $25 stipend and certificate for 15 hours of training credit. The control group
will receive a certificate for eight hours of training credit.
VII. METHODS FOR OBTAINING "INFORMED CONSENT" FROM
PARTICIPANTS
An initial assessment will be conducted to determine if the foster parent and the foster
child are potential candidates for CPRT. Once the participants are assessed as
appropriated candidates for the study, the investigator will explain in detail the nature
of the statement including, risks, benefits, confidentiality, and the qualifications of the
investigator and supervisor. Prospective participants will be informed that their
participation is voluntary and that they may discontinue participation at any time
during the study. The parent will be asked to sign two copies of the informed consent
statement (Appendix I), one for the participant and one that will be filed and locked in
the office of Dr. McClam in room 448 of Claxton on the UT campus.
VIII. QUALIFICATIONS OF THE INVESTIGATOR(S) TO CONDUCT
RESEARCH
Carolyn Carlisle Hacker is a Licensed Professional Counselor, with fourteen years of
play therapy experience, 25 years of experience working with children and families,
and 12 years of experience working with foster parents and foster children. She is a
doctoral candidate in the Counselor Education program and has received training in
play therapy, filial therapy, family therapy, counseling, research, statistics, crisis
intervention, and psychological testing and assessment. Dr. Tricia McClam is a
tenured professor and Associate Head of the Educational Psychology and Counseling
Department. She has been a researcher throughout her academic career and has
published on a regular basis.
IX. FACILITIES AND EQUIPMENT TO BE USED IN THE
RESEARCH
The University of Tennessee‟s Department of Educational Psychology and
Counseling will provide both security and storage for documentation related to the
study. The study will be conducted at the Tennessee Career Center in Wartburg,
Tennessee, a letter granting permission to use these facilities is attached (Appendix J).
An additional location is being sought at this time to facilitate foster parents in Knox
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County. This location and a letter granting permission for the use of facilities will be
forthcoming at a later date.
X. RESPONSIBILITY OF THE PRINCIPAL/CO-PRINCIPAL
INVESTIGATOR(S)
By compliance with the policies established by the Institutional Review Board of The
University of Tennessee the principal investigator subscribes to the principles stated
in "The Belmont Report" and standards of professional ethics in all research,
development, and related activities involving human subjects under the auspices of
The University of Tennessee. The principal investigator(s) further agree that:
1. Approval will be obtained from the Institutional Review Board prior to
instituting any change in this research project.
2. Development of any unexpected risks will be immediately reported to
Research Compliance Services.
3. An annual review and progress report (Form R) will be completed and
submitted when requested by the Institutional Review Board.
4. Signed informed consent documents will be kept for the duration of the
project and for at least three years thereafter at a location approved by the
Institutional Review Board.
XI. SIGNATURES
ALL SIGNATURES MUST BE ORIGINAL. The Principal Investigator should keep the
original copy of the Form B and submit a copy with original signatures for review.
Type the name of each individual above the appropriate signature line. Add signature
lines for all Co-Principal Investigators, collaborating and student investigators,
faculty advisor(s), department head of the Principal Investigator, and the Chair of
the Departmental Review Committee. The following information should be typed
verbatim, with added categories where needed:

Principal Investigator:
_________________________________________
Signature: ______________________Date: ________________________
Student Advisor (if any): ________________________
Signature: ______________________Date: ________________________
XII. DEPARTMENT REVIEW AND APPROVAL
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The application described above has been reviewed by the IRB
departmental review committee and has been approved. The DRC further
recommends that this application be reviewed as:
[ ] Expedited Review -- Category(s): ______________________
OR
[ ] Full IRB Review

Chair, DRC: ______________________________
Signature: _______________________Date: _________________

Department Head: ______________________________
Signature: _______________________Date: _________________

Protocol sent to Research Compliance Services for final approval on:
________________ (Date)

Approved:
Research Compliance Services
Office of Research
1534 White Avenue
Signature: ____________________________Date: _________________

For additional information on Form B, contact the Office of Research
Compliance Officer or by phone at (865) 974-3466.
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APPENDIX I
Informed Consent Statement Experimental Group

Study Title: Child-Parent-Relationship Therapy: Hope for Disrupted Attachments
You are invited to participate in a research project. This study will investigate the
effectiveness of filial therapy, in particular, the Child-Parent-Relationship Therapy
(CPRT) model of filial therapy, as a method of intervention to facilitate attachment
behaviors in foster children with attachment difficulties. The founder of filial therapy,
Bernard Guerney, used the term filial because it is defined as “having or assuming the
relationship of child or offspring to parent”. Guerney believed that parents were the most
emotional significant individuals in the child‟s life, and as such, could become the
primary change agent in regard to the therapeutic process (Landreth & Bratton, 2006).
The ultimate goal of filial therapy is to strengthen the relationship between the foster
parent and the foster child by increasing feelings of warmth, affection, empathy, and trust
and to diminish the child‟s presenting behavioral problems. The goal of this investigation
is to determine if CPRT will affect the observed behaviors exhibited by foster children
with attachment problems and if CPRT is an affective treatment for foster children with
attachment difficulties.
INFORMATION ABOUT INVOLVEMENT IN THIS STUDY:
You will be asked to participate in a 5- Session, three hours per session training that will
be structured in a group format that will consist of three to seven other foster parents.
This training will help you to learn the basic skills of CPRT. These skills include
reflective listening, empathic responses, effective limit setting, handling interruptions,
and commitment to the relationship process. These skills will be discussed and role
modeled in detail by the investigator and you will be given the opportunity to discuss and
address these skills and presenting issues as needed. A parent handbook will be provided
to you that further serves as a guideline for the process as well as a place for you to
record notes or ideas. Once you have been demonstrated the CPRT skills (usually after
the second week of training) you will also be asked to conduct therapeutic play sessions
with your foster child in your home two times per week for thirty minutes each play
session. The investigator will assist you in choosing therapeutic toys for home sessions,
setting up the play space, and structuring the play time within the home environment.
You will also be taught the meaning of different play themes and how to respond to these
themes in a caring and therapeutic manner. In addition, a variety of common problems
that might develop during the process will be discussed with interventions role modeled
by the investigator.
You will be asked to complete a Randolph Attachment Disorder Questionnaire. This
instrument will be completed before the intervention and again after the 5-week
intervention is concluded. This instrument will in no way be used to make an attachment
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diagnosis of any kind, rather, it will be used to assess the extent to which Child-ParentRelationship Therapy effects changes in problematic attachment behaviors and whether
or not CPRT is an effective treatment intervention for foster children with attachment
problems.

RISKS OF PARTICIPATION:
Minimal risks are expected due to the psycho-educational format of the study and
your ability to decide the nature of your responses to questions or exercises.
However, you may experience emotional discomfort related to difficulties with foster
parenting or as a result of discussing your foster child‟s behavioral problems. You
may experience emotional discomfort when initiating play sessions with your foster
child and there is a possibility that your foster child will also experience emotional
discomfort when participating in play. Although minimal risk is expected, the
investigator is a Licensed Professional Counselor and will assess for any potential
risk. You will be provided a list of qualified helping professional that you can contact
should the need arise.
________ Participant's initials
BENEFITS OF PARTICIPATION:
Your participation in this study will add to the body of knowledge regarding the
effectiveness of filial therapy, in particular the Child-Parent-Relationship Therapy model
of filial therapy, for facilitating attachment behaviors in foster children with attachment
difficulties. Additional benefits may be derived from an improved relationship between
you and your foster child and a decrease or extinction of presenting behavioral problems
exhibited by your foster child. Secondary benefits may also result if the improved
relationship or behaviors are generalized, or carried over to other settings such as other
social relationships, school settings, etc.
CONFIDENTIALITY:
All information collected in the course of this research project will be kept confidential.
Data will be stored securely and will be made available only to persons conducting the
study unless participants specifically give permission in writing to do otherwise. No
reference will be made in oral or written reports which could link participants to the
study. The signed consent form obtained during the course of this study will be kept for
three years in a locked and secure location. All other documentation and instrumentation
will be destroyed after six months.

CONTACT INFORMATION:
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If you have questions at any time about the study or the procedures, (or you experience
adverse effects as a result of participating in this study,) you may contact the researcher,
Carolyn Carlisle Hacker, at 529 Claxton Addition, University of Tennessee; phone: 865974-9297; or email: chacker1@utk.edu. If you have questions about your rights as a
participant, contact the Office of Research Compliance Office at (865) 974-3466.
PARTICIPATION
Your participation in this study is voluntary; you may discontinue participation at any
time without penalty and without loss of benefits to which you are otherwise entitled. If
you withdraw from the study before data collection is completed your data will be
returned to you or destroyed.
CONSENT

I have read and understand the above information, received a copy of this form, and agree
to participate in this study.

Participant's name (printed) _________________________________

Date

__________
Participant‟s signature______________________________________

Date

__________

Investigator's signature _____________________________________
__________

Date

(Carolyn Carlisle Hacker)
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APPENDIX J
Informed Consent Statement Control Group
Study Title: Child-Parent-Relationship Therapy: Hope for Disrupted Attachments
You are invited to participate in a research project. This study will investigate the
effectiveness of filial therapy, in particular, the Child-Parent-Relationship Therapy
(CPRT) model of filial therapy, as a method of intervention to facilitate attachment
behaviors in foster children with attachment difficulties. The founder of filial therapy,
Bernard Guerney, used the term filial because it is defined as “having or assuming the
relationship of child or offspring to parent”. Guerney believed that parents were the most
emotional significant individuals in the child‟s life, and as such, could become the
primary change agent in regard to the therapeutic process (Landreth & Bratton, 2006).
The ultimate goal of filial therapy is to strengthen the relationship between the foster
parent and the foster child by increasing feelings of warmth, affection, empathy, and trust
and to diminish the child‟s presenting behavioral problems. The goal of this investigation
is to determine if CPRT will affect the observed behaviors exhibited by foster children
with attachment problems and if CPRT is an affective treatment for foster children with
attachment difficulties.
INFORMATION ABOUT INVOLVEMENT IN THIS STUDY:
You will be asked to participate in a 5- Session, one and a half hour per session control
group that will be structured in a support group format that will consist of four to ten
other foster parents. This support group will provide an opportunity to discuss and
process the challenges of being a foster parent with foster parents just like you, who are
experiencing similar challenges and successes. In addition, this support group will
provide a forum for accessing resources available to foster parents and foster children and
for addressing and promoting quality foster care. An experienced Licensed Professional
Counselor will be available to facilitate the group and for consultation and referrals.
You will be asked to complete a Randolph Attachment Disorder Questionnaire that asks
questions about your foster child‟s behavior. This instrument will be completed before
the support group begins and again after the 5-week support group is concluded. This
instrument will in no way be used to make an attachment diagnosis of any kind, rather, it
will be used to assess the extent to which Child-Parent- Relationship Therapy effects
changes in problematic attachment behaviors and whether or not CPRT is an effective
treatment intervention for foster children with attachment problems.
RISKS OF PARTICIPATION:
Minimal risks are expected due to the support format of the study and your ability to
decide the nature of your responses to questions or exercises. However, you may
________ Participant's initials
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experience emotional discomfort related to difficulties with foster parenting or as a result
of discussing your foster child‟s behavioral problems. Although minimal risk is
expected the investigator is a Licensed Professional Counselor and will assess for any
potential risk. You will be provided a list of qualified helping professional that you can
contact should the need arise.
BENEFITS OF PARTICIPATION:
Your participation in this study will add to the body of knowledge regarding the
effectiveness of filial therapy, in particular the Child-Parent-Relationship Therapy model
of filial therapy, for facilitating attachment behaviors in foster children with attachment
difficulties. Additional benefits may be derived from an increase in self-confidence
regarding your role as a foster parent and from the development of social relationships
with other foster parents. In addition, you may experience an improved relationship
between you and your foster child as a result of your participation in this support group.
CONFIDENTIALITY:
All information collected in the course of this research project will be kept confidential.
Data will be stored securely and will be made available only to persons conducting the
study unless participants specifically give permission in writing to do otherwise. No
reference will be made in oral or written reports which could link participants to the
study. The signed consent form obtained during the course of this study will be kept for
three years in a locked and secure location. All other documentation and instrumentation
will be destroyed after six months.
CONTACT INFORMATION:
If you have questions at any time about the study or the procedures, (or you experience
adverse effects as a result of participating in this study,) you may contact the researcher,
Carolyn Carlisle Hacker, at 529 Claxton Addition, University of Tennessee; phone: 865974-9297; or email: chacker1@utk.edu. If you have questions about your rights as a
participant, contact the Office of Research Compliance Office at (865) 974-3466.
PARTICIPATION
Your participation in this study is voluntary; you may discontinue participation at any
time without penalty and without loss of benefits to which you are otherwise entitled. If
you withdraw from the study before data collection is completed your data will be
returned to you or destroyed.

______________ Participant‟s Initials
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CONSENT

I have read and understand the above information, received a copy of this form, and agree
to participate in this study.

Participant's name (printed) ___________________________________

Date

__________
Participant‟s signature_______________________________________

Date

__________

Investigator's signature ______________________________________
__________

Date

(Carolyn Carlisle Hacker)
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VITA

Carolyn Carlisle Hacker is a Licensed Professional Counselor with seventeen
years of experience working with children, adolescents, adults, and families including
foster families. She is certified by the National Board of Cognitive Behavioral Therapists as
a Certified Cognitive Behavioral Therapist and Certified Domestic Violence Counselor, and by
the National Board of Forensic Counselors as Certified Forensic Counselor. She further holds the
credential of Board Certified Professional Counselor by the American Psychotherapy
Association. She is currently an Assistant Professor in the Psychology Department at CarsonNewman College in East Tennessee where she teaches developmental psychology, play therapy,
counseling theories and techniques, and forensic psychology.
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